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NEWER METHODS IN THE TREAT- 
MENT OF NEISSERIAN INFECTION 
IN THE FEMALE* 

J. M. Bryant, M.D., 

Jacksonville. 

In relation to all the infectious diseases of the 
female genito-urinary organs, the gonococcus 
possesses the greatest etiological importance both 
on account of its preponderant frequency and its 
tendency to produce chronic ill health and steril- 
itv. About ninety per cent of the female pelvic in- 
fections are gonorrheal in origin, and a large per- 
centage of these result in chronic ill health or in 
sterility because of repeated infections and ill 
chosen methods of treatment. If nature were 
given a reasonable chance, gonorrheal infection 
would be a self-limited disease in many instances. 
This is particularly true of the infection in the 
fallopian tubes, and yet gonorrheal salpingitis is 
probably the most mismanaged of all the diseases 
that the profession is called upon to treat. 

Progress in the treatment of neisserian infec- 
tion in the female has been indeed slow, and end- 
results have been generally very unsatisfactory. 
Consequently, very little is being written upon 
the subject and apparently the profession, as a 
whole, seems little concerned over the results of a 
disease that cripples the health and seriously 
affects the future happiness of thousands of un- 
fortunate young women each year. 

It is a general observation that some of the 
older methods, such as douching, tamponning, 
vaginal instillation and surgical removal of the 
fallopian tubes still prevail as the treatments 
largely used, although such treatments have been 
found wanting insofar as the ultimate cure of 
the disease is concerned. A common site of the 
disease in practically every case of neisserian in- 
fection is the cervix uteri and if one will recall 
the anatomical and histological structure of this 
organ, it will not be difficult to realize the improb- 
ability of effecting a cure by the use of such super- 


ficial measures. To surgically remove the so- 
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called gonorrheal pus-tube during its initial in- 
fection, or during a subsequent attack without 
first employing the more conservative measures 
is, in my opinion, one of the most unscientific 
procedures that comes within the domain of mod- 
ern surgery. Fully ninety per cent of patients suf- 
fering with acute gonorrheal salpingitis will make 
a spontaneous symptomatic recovery with no 
other treatment than rest in bed, and about ten 
per cent of these will have normal functioning 
tubes with subsequent pregnancy. The majority 
of these cases, among private patients, are ob- 
served in young married women who really de- 
sire to avoid sterility and who would gladly co- 
operate in carrying out conservative treatment 
if the advantages were explained to them, but 
who, on account of the severe pain that often 
accompanies these acute attacks, are easily per- 
suaded to be operated upon. Therefore, the sur- 
geon is almost always directly responsible for 
the course of treatment chosen and his conscien- 
tiousness and experience will be reflected in the 
management of each individual case. 
Occasionally, of course, the surgeon is con- 
fronted with a more or less atypical case, one in 
which some other intra-abdominal condition is 
suspected and an exploratory laparotomy may be 
the only way in which an accurate diagnosis can 
be made. However, if during the course of the 
exploration uncomplicated gonorrheal salpingitis 
is found the abdomen should be closed without 
molesting the tubes. One is not justified in re- 
moving these tubes just because the abdomen 
happens to be open and because one feels he 
should be able to tell the patient he took out some- 
thing. Almost anyone can remove a pair of acutely 
inflamed fallopian tubes, but it’ requires ex- 
perience and judgment to leave such tubes unmo- 
lested. When one is really considering salpingec- 
tomy for gonorrheal salpingitis it might be of 
interest if he would consider the very great simi- 
Who 


would be so thoughtless and unscientific as to 


larity between salpingitis and epididymitis. 


remove the epididymis just because the patient 
developed gonorrheal epididymitis? Then if we 
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treat one conservatively the other, likewise, should 
so be treated. 

Again, one should consider the therapeutic 
value of salpingectomy. What effect does it have 
upon the ultimate cure of the disease? There are 
seldom, if ever, any living gonococci in a salping- 
ectomized pus-tube, and the tubes never become 
foci of the infection. Repeated attacks of gonor- 
rheal salpingitis are either new infections or rein- 
fections from an old focus in the cervix. Sal- 
pingectomy does not and can not cure a disease 
when its focus of infection is in some other organ. 
Therefore, to salpingectomize a patient just be- 
cause she happens to develop gonorrheal salping- 
itis is permanently depriving that patient of val- 
uable organs and at the same time leaving her with 
the same old gonorrheal infection. 

In order to free a patient entirely of this disease 
it is necessary to determine all the foci of infec- 
tion. Besides the cervix, Bartholin and Skene’s 
glands may harbor the gonococci for a long 
period of time. If these glands are found to be 
involved they are easily accessible and can be 
effectively dealt with by the use of the actual 
cautery. If the Bartholin glands are acutely in- 
volved, wide incision and cautery will be neces- 
sary. The cervix is involved in practically every 
case of gonorrheal infection in the female, and 
gonococci are known to live in this organ for years 
without clinical evidence of disease either in the 
cervix itself or elsewhere. In order to gain access 
to the cervical glands which harbor the gonococci, 
the practically closed cervical canal must be made 
an open surface. This is done by splitting the 
cervix anterio-posteriorly back to the internal os 
with the actual cautery after the method first 
devised by Burch. This must be done slowly so 
that the hest will not become sufficient to produce 
coagulation necrosis and subsequent sloughing 
of the cervical lips. The cervix is now packed 
wide open with gauze dressings saturated with 
ten per cent mercurochrome solution. This initial 
dressing is not disturbed for 72 hours. There- 
after it is changed and the parts irrigated with 
some hot antiseptic solution every second day. 
Should menstruation begin, the dressings and irri- 
gations are discontinued temporarily and the 
patient is kept quiet in bed until menstruation is 
well over, when treatment is resumed and con- 
tinued as before until healing takes place, which 
requires about thirty days. In order to avoid 
menstruation as much as possible, the time usually 
selected for cauterization is about one week fol- 
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lowing the menses, and even then menstruation is 
sometimes brought on. This work can be done 
in the office under low spinal anesthesia if the 
proper equipment and sufficient help are available. 

Eleven cases make up the small series treated 
by this method. All cases were bacteriologically 
positive before treatment was instituted. Three 
cases were considered more or less acute, and 
complicated by acute bilateral salpingitis. Three 
cases were chronic with a history of one or more 
attacks of salpingitis, complicated by indurations 
and tenderness in both fornices. ‘Three cases 
were acute with only the cervix uteri involved. 
Two cases were chronic cervical infections with a 
history of bilateral salpingectomies performed 
during an acute attack of salpingitis several years 
previously. 

The three acute cases with acute salpingitis 
were put at rest in bed and at the same time the 
protein-shock treatment was given. This con- 
sisted of intramuscular injections of fat-free 
boiled milk every second or third day, beginning 
with three c.c. and increasing the amount by one 
to two c.c., depending on the reaction following 
the previous injection. The number of injections 
given in any case depends on the relief of pain, 
the return to normal temperature, and the amount 
of improvement as shown by the erythrocyte 
sedimentation test. At such time as the patient 
shows sufficient improvement, the cauterization 
is carried out as described above. As soon as the 
cauterized cervix is healed, the patient receives 
diathermy until all induration and tenderness dis- 
appears from the fallopian tubes. 

Very extravagant claims are being made by 
some who use medical and surgical diathermy, but 
such claims are being generally discredited. How- 
ever, if an efficient diathermy machine and an 
adequate supply of vaginal and abdominal elec- 
trodes are available, a great deal of benefit can be 
obtained by the proper application of diathermic 
heat. The patient receives a treatment twice each 
week for three or four weeks ; longer if indicated. 
The first treatment should extend over a period of 
at least thirty minutes, and as the tolerance of 
the patient is increased, this time is progressively 
extended up to one hour or more. The patient 
takes an enema an hour or two before, and 
empties the bladder immediately before each 
diathermy treatment. Each treatment should be 
personally supervised and the length of each 
treatment, the milliamperage used, and the actual 
temperature as shown on the vaginal electrode 

















thermometer should be accurately recorded on 
the office records so they may be referred to at 
any subsequent treatment. 

Contrary to certain claims that have been made, 
diathermy is not used with the idea that the heat 
obtained therefrom kills the gonococcus. By the 
time that diathermy enters into the treatment of 
these cases there very likely are no gonococci to 
be killed. The real value obtained by the use of 
diathermy is by increasing the local circulation 
and the attraction thereto of the defensive somatic 
forces. Diathermic heat naturally increases me- 
tabolism in the parts that are heated and it is a 
well-known fact that the macrophages of the 
reticulo-endothelial system are attracted to any 
area in which an increased metabolism is estab- 
lished. Therefore, if diathermic heat is correctly 
applied to the indurated masses caused by gonor- 
rheal infection of the fallopian tubes, not only do 
these organs regain a normal state but this change 
is brought about much more rapidly than if less 
selected methods were employed. 

The six patients of this series who had had sal- 
pingitis and who had induration and tenderness 
at the beginning of diathermy treatment, had 
absolutely no evidence of disease at the comple- 
tion of such treatment. 

Those of you who have had service in large 
institutions or active gynecological clinics are re- 
minded of many cases of chronic gonorrheal in- 
fections with tubo-ovarian abscess, multiple 
dense pelvic adhesions, dysmenorrhea, and men- 
orrhagia, who have passed beyond the bounds of 
conservative treatment and whose only hope of 
relief is that which radical surgery offers them. 
This type of case, of course, was not included in 
this series. 

The treatment as outlined above applies more 
particularly to private patients who seek medical 
advice early in the disease and who cooperate 
fully in carrying out the details of the treatment. 
However, there is no reason why institutional 
cases can not receive this type of treatment pro- 
vided their economical and social status permits 
of such management. 

Of the eleven cases treated as outlined above, 
every patient received a 100 per cent symptomatic, 
clinical and bacteriological cure. While I am con- 
vinced that this newer method of treatment offers 
many advantages over the older and more ortho- 
dox ones, hk, at the same time, realize that the 
series is too limited in number for its complete 
I believe, however, that it offers a 


acceptance. 
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of 


decided improvement over the old methods 


~ 


treating neisserian infection in the female. 


DISCUSSION 
Dr. W. F. Reavis, Waycross, Ga.: 

I think Dr. Bryant has brought a very timely 
paper to our attention today. I have enjoyed the 
discussion of this particular subject as he brought 
it to us. We are all aware of the great number 
of women who are going around with a continual 
complaining of symptoms due to this particular 
condition. 

Now, Dr. 
which he says are not conclusive of his particular 
I think the greatest thing he 


3ryant has given you eleven cases 


line of treatment. 
has brought you is thoroughness in treating these 
cases. We physicians are prone to treat gonor- 
rheal conditions in the female, in a certain number 
of cases, without the patient being aware of what 
she has. 
infect his wife, and to keep peace at home, which 


It is very easy for a married man to 


is naturally what most men are anxious to do. 
We go ahead and treat these patients without 
notifying them and getting thorough cooperation 
regarding the disease. As soon as the patient 
begins to feel better (she may even feel well) or 
the discharge has lessened, and the doctor has not 
brought out the exact condition, this patient will 
stop coming to the office. She is not taught 
and trained that this conditon is more or less of 
a chronic nature in the beginning and should be 
over a long period of time 
They 


treated thoroughly 
Now, what happens ? 
gonorrheal activity and the 


until entirely well. 
develop a chronic 
deeper structures or focal points are involved. 
They then belong in the class of, as Dr. Bryant 
classified them, chronic gonorrheal conditions. 
Regarding salpingitis : | know that the majority 
of surgeons have at numerous times opened the 
abdomen for an acute appendix and been sur- 
prised to find an acute salpingitis. In certain 
types of attacks in the right side, it is very hard 
to differentiate a salpingitis from an acute appen- 
dix. You get a blood count very similar—a little 
higher in acute salpingitis, and the pain is probably 
a little bit more excruciating than the average ap- 
pendix, and more sudden in onset. The patient 
is frequently taken with acute pain at night. Very 
the acute salpingitis are 


often symptoms of 


brought on following sexual intercourse. During 
the night or immediately after, you get a history 


that the patient had sexual intercourse and imme- 
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diately following that had acute pain, and they, 
of course, were convinced that she had appendi- 
It is very hard to differentiate—so often 
If the case has had 


citis. 
the appendix is low down. 
adhesions, we ought to make a thorough study. 
As Dr. Bryant has brought out in this timely 
paper, thoroughly treat these patients, and if 
possible save the natural organs of the body. 

I want to take this opportunity to thank each 
and every one of you. I have had a delightful 
time here, and almost want to live down here with 


you. I thank you. 


Dr. R.B. Melver, Jacksonville : 

For a long time we have been convinced that 
any treatment of neisserian infection in the genital 
tract in the female, whether acute or chronic, and 
whether it be strictly a neisserian infection or 
whether complicated by a mixed infection, that 
leaves out cauterization of the cervix is incom- 
plete. 

On the service some time ago at St. Luke’s 
Hospital, we checked over a number of returned 
cases which had been subjected to laparotomy 
primarily for salpingectomy and which later came 
back because of persistent symptoms. Many still 
had positive smears from the cervix. At that time 
a cauterization of the cervix had not been routine. 

It is remarkable how large inflammatory proc- 
esses in the tubes will clear up if handled conser- 
vatively. We recall one case in which a palpable 
mass reached to the umbilicus. That case was 
checked over by Dr. Field and Dr. Holden. The 
patient was handled conservatively for a good 
many weeks, after which time examination failed 
to find any mass, the uterus being freely movable. 

In cases of new infection we believe cauteriza- 
tion of the cervix should be carried out promptly, 
and conservative treatment followed. In mixed 
infection or chronic recurring infection, we agree 
with the essayist that these are cases for radical 
surgery. 

Dr. J. M. Bryant, Jacksonville (concluding): 

There is not much more to say, except a word 
about the follow-up of the cases that have been 
treated with wide incision of the cervix and 
diathermy. I have been unable to get in touch 
with all these cases in recent months, but so far 
One patient 


two of them have become pregnant. 
had a self-induced abortion at two months, the 
other patient is now well on the way to giving 
birth to a child. 


SPIDER POISONING—FROM THE BITE 
OF THE LATRODECTUS MACTANS, 
OR BLACK WIDOW SPIDER* 
Henry E. Paumer, M.D., 
Tallahassee. 

I am presenting this paper with the hope of 
interesting the medical profession in a subject 
about which the average practitioner knows very 
little. Much of my information will be excerpts 
from writers who have had more or less experi- 
ence in dealing with spider poison. My experience 
in treating the cases under my care, agrees in the 
main with what I have gathered from the litera- 
ture bearing on the subject. 

“The Genus Latrodectus Mactan, or notorious 
Black Widow Spider, is very common and widely 
distributed in the southern states, but has been 
found as far north as New Hampshire. It is 
probably the only poisonous spider in the United 
States. It is shiny, coal black, and usually bril- 
liantly marked with red or yellow, or both. A 
bright red patch, shaped like an hour glass on 
the ventral surface of the abdomen is the most 
constant mark, the others varying greatly. The 
female, always the one to bite, is, when full grown, 
usually half an inch long, but may spread its long 
legs as muchas twoinches. The globose abdomen 
resembles a black shoe button, although it may 
have one or more red spots along the middle of 
the back, and over the spinnerets, in addition to 
the ventral patch. The male is much smaller than 
the female, and is even more conspicuously 
marked, having four stripes along each side of 
the abdomen, in addition to the marks of the 
female. 

The young spiders, much lighter in ccior, ma- 
ture in about 40 days. The Black Widow, as it 
is called from its custom of eating its mate, is 
usually found alone, as it will engage in mortal 
combat with any other spider placed near it. It 
builds a coarse and irregular dark web in dimly 
lighted places where it may be undisturbed. Ovc- 
casionally, it is found under stones, or pieces of 
wood, or in holes in the ground, in old stumps or 
bushes, more often in the rafters, and corners of 
little used buildings, in the basements and attics 
of unfrequented houses and in the dark corners 
of barns, and other outbuildings, and it is fre- 
quently seen in outdoor toilets, where it builds 
its web across the toilet seat.””! 


*Read before the 57th Annual Meeting of the Florida 
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“Little is positively known about the specific 
nature of the venom of spiders, although there 
has been much speculation. The venom is an 
oily, translucent, lemon yellow liquid having an 
acid reaction, and a hot bitter taste. It gives the 
xanthoproteic reaction, and is rendered harmless 
by heating to 90° C. 

In many ways, the symptoms of spider poison 
resemble those produced by snake poison, so that 
it is probable that spider venom belongs to that 
class of poisons. It is known that snake venoms 
are very complex mixtures, and that they differ 
greatly in different species of reptiles. Among 
the ingredients that have been found are fibrin 
ferment, and anti-ferment, proteolytic enzymes, 
cystotoxins for red corpuscles, and neurotoxins, 
The 


marked effect on the nervous system produced by 


as well as leucocytes, and endothelial cells. 


the bite of the black spider, Latrodectus Mactans, 
and other species of the Latrodectus indicate that 
the venom of these insects resembles that of the 
cobra more nearly than the venom of the Amer- 
ican snakes.”’* 

“To report from monographs of Brazil and 
Vellard, the venom of /ycosa raptoria is devoid of 
any systemic action, and produces a very marked 
local swelling followed by necrosis of the skin, 
while the venom of Ctenus nigriventer causes op- 
posite effects on the organism, viz., intense pain, 
low pulse and temperature, muscular contraction, 
cramps and convulsions, sweating and anuria. 
(Almost identical with the symptoms produced 
by the venom of the Latrodectus Mactans. 
H. E. P.)’’(a). 

“Kobert believes that all parts of the spider 
contain a toxalbumen which, in some species, is 
mixed with a secretion of the poison gland. He 
considers that the secretion of the poison gland 
produces only local symptoms, while the general 
symptoms are due to the presence of this toxal- 
bumen. It is because of the toxalbumen that 
the bite of the Latrodectus is so severe as to oc- 
casionally cause death in human beings. It con- 
tains a hemolysin called Arachnolysin which acts 
on the red cells of man, rabbit, mouse, and goose, 
but not on those of the horse, dog, sheep, and 
guinea pig. Some authors question whether the 
nervous symptoms following spider bites may 
not be due to changes in the blood rather than a 
direct toxic effect on the nerve tissues.’”* 

Dr. Coleman writes interestingly and feelingly 
about experiments upon animals and himself with 
The dissected 


the venom from the Latrodectus. 
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poison glands of one female Latrodectus contain- 


ing the venom was macerated, and mixed in ten 
drops of distilled water. This was injected sub- 
cutaneously into the abdomen of an eight-months- 
old cat. In about five minutes a series of convul- 
sions set in of a clonic type, quickly followed by 
tonic spasms, and in ten minutes the animal was 
dead. A quantity of the Latrodectus eggs were 
macerated in twenty drops of distilled water, and 
diluted up to 10 c.c. The injection of this solu- 
tion into an eight-months-old cat produced the 
same symptoms, and death in about three minutes. 
A rabbit was killed in 2% minutes. 

For himself, Dr. Coleman prepared an extract 
of the poison from the gland of the female 
Latrodectus as follows: The poison glands were 
dissected out. The sac contained a very small 
drop of white viscid liquid. The sac, and con- 
tents were macerated in ten drops of distilled 
water. To this he added 100 grains of sugar of 
milk. 


grain of the powder represented 1/1000 of a 


It was then further reduced so that one 
grain of the venom. The first day he took two 
powders, (1/500 gr.) every hour during the day 
for ten doses. At the end of ten hours no change 
was felt, other than a decrease of heart action to 
64. No powders were taken during the night. 
The next day after 15 powders had been taken, 
heart action fell to 60 with a slight dull occipital 
headache. The bowels did not move at the regular 
morning hour. When twenty powders had been 
taken, the heart action was 54, occipital pain very 
severe, with cramping pains extending from the 
chest to the abdominal muscles, pupils slightly 
dilated, and some distress about the heart. “Again 
no powders were taken during the night, but I 
was very restless, and could not sleep. Continued 
the powders the third day, and stopped when the 
25th powder had been taken. The heart rate was 
48, temperature 99, very severe headache, clonic 
spasms of the chest, and abdominal muscles, 
marked distress about the heart, with radiating 
pains extending to left armpit, and down to elbow. 
Had no bowel movement for two days. Pupils 
markedly dilated. It seemed a perfect picture of 
The symptoms gradually sub- 
After an 


angina pectoris. 
sided and in three days I felt normal. 
interval of two weeks, the experiment was re- 
peated, resulting in the same symptoms, and con- 
dition.” 

Be. F. 
bitten by a Black Widow Spider with the fol- 
lowing experience: “The bite is distinctly pain- 


J. Turpin of Esmaralda, Mexico, was 
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ful, and produces swelling. The spot bitten is so 
small that it is hardly noticeable next day. After 
the first hour, there is no noticeable local symp- 
tom, but within a short time after the bite there is 
intense pain in the chest, palpitation of the heart, 
and difficulty in breathing. I was the victim of 
such a bite, and I have seldom had more severe 
pain. I have never thought myself in more 
danger of death than I did the two days that I 
was ill, during which I felt it necessary to take 
None 


of my cases seemed as severe as my own, though 


nearly a grain of morphin with atropin. 


several patients were sick for two days.” 

“Prof. W. J. 
Arkansas writes most interestingly of his experi- 
ence from the bite of a Black Widow. He volun- 
tarily submitted to being bitten by it, and was very 
ill for two or three days. He experienced the usual 


Baerg of the University of 


symptoms which I shall relate later. In summing 
up his opinion of the toxicity of the poison, he 
said, the evidence presented proves that the bite 
of the Black Widow is likely to cause decidedly 
unpleasant, and under certain circumstances, 
dangerous results. The place on the body where 
the bite takes place is an important factor, also 
the susceptibility of the person, and the dose of 
I believe that 
the poison injected in the neck will cause a local 
pain so severe that the victim will hardly retain 


poison received. a large dose of 


consciousness.’”® 

Dr. C. Hart Merriam in his volume, ‘The 
Dawn of the World, Myths, and Weird Tales 
Told by the Newan Indians of California”, states 
that the Northern Mewuks say: ‘*Po’Ko-Moo, 
the small black spider with a red spot under his 
belly is poison. Sometimes he scratches people 
with his long fingers, and the scratch makes a 
bad sore.” Dr. Merriam adds: “All the tribes 
know that the spider is poisonous, and some of 
them make use of the poison. Whenever I have 
questioned the Indians about this spider, in Cali- 
fornia they uniformly rank it with the rattlesnake 
poison. To poison their arrows they mash the 
spider, and rub the points of the arrows in it. 
Sometimes this is the only poisoii used. The 
venom apparatus consists of a pair of glands in 
the cepha-lothorax, or one in the basal segment of 
sach chelicera, from each of which a duct leads 
to a small opening near the tip of the chelicera of 
the same side. This opening is so placed that it is 
not closed by the pressure of the bite, but allows 
the venom to flow into the wound. The poison 
glands are two in number, and are situated in 


the true spiders in the anterior part of the cepha- 
lothorax.””* 

The Los Angeles General Hospital Series : 

“Fifteen patients have been treated for poison- 
ous spider bites at the Los Angeles General Hos- 
pital in recent years. They were all males, rang- 
ing in age from 2 to 65 years, but more than half 
were young adults. Most of the bites happened 
in the evening or early morning in the summer or 
sarly fall. The spider was located in a toilet in 
eleven instances, in a factory once, and in bed 
once. Most of the patients had seen the actual 
spider, which they described as black and shiny, 
and several mentioned a red spot on its belly. 
The bite occurred on the penis in ten patients, 
the scrotum in two, the back in two, and the 
abdomen in one. Local signs consisting of one 
or two tiny pink or red spots were found in eight 
cases, and local symptoms in that region, after 
the first momentary prick, were complained of 
in five. The chief symptom in every instance 
was pain. This was described by seven patients 
as severe; by three patients as continuous or 
aching ; by two patients each as sharp, dull, sting- 
ing, cramping, or doubling up, and by others as 
considerable, great, burning, throbbing, cutting, 
tingling, shooting, rheumatic, or generalized. The 
pain was located in the legs in eleven cases, and 
in the abdomen in nine, but was also in the chest, 
back, arms and penis in five cases each, and in the 
groin in three cases, and all over in four. Perspi- 
ration, restlessness and vomiting were complained 
of by seven patients ; constipation by six ; nausea 
by four ; difficulty in breathing by three ; dizziness, 
chills, urinary retention, incoordination and edema 
of the face and legs by two, and hiccough, thirst, 
and cough by one patient each. Thirteen patients 
appeared to be in agony on admission. Cyanosis 
was seen in five; the pupils were dilated in two, 
were small once, and irregular once, and a heart 
murmur was heard in one. The abdomen was 
rigid in twelve patients, but tender in only three. 
The knee jerk, and other reflexes were over active 
in seven cases ; tremors and twitching were found 
in four, and priapism was noted once. The pain 
appeared immediately in six cases, within a quarter 
of an hour in six others. It reached the maximum 
severity within a quarter of an hour in three 
cases; in an hour in five cases; in two hours in 
three, and in four hours in two. Three patients 
were seen at the hospital within two hours after 
the bite; four within six hours; five within 
twelve hours, and the others within 48 hours. 














The diagnosis was not made definitely at the time 
of admission in the first five cases admitted, per- 
haps because we were not then familiar with the 
condition, for there has been no hesitancy in 
recognizing the last ten cases, eight of which 
occurred within the year 1925. 

“The differential diagnosis included infection 
following insect bite, an acute surgical abdominal 
condition such as ruptured gastric ulcer or acute 
appendicitis with peritonitis, renal or gall stone 
colic, food poisoning and lobar pneumonia. 

“Eight patients had a subnormal temperature 
at the time of admission, but in nearly all a mild 
fever developed during their hospital stay, in six 
instances reaching 100 F. or more, but no case 
going above 101.6 F. The pulse was generally 
retarded as compared with temperature, being 
below 72 in half the patients on admission and 
falling below 66 in the majority during their first 
few days in the hospital. The respiratory rate 
was generally slightly accelerated on admission, 
but soon came down to 20, which was the average 
rate during the remainder of their stay in the 
hospital. Two patients had urinary retention 
requiring catheterization on the day of the bite, 
and almost all were constipated, going one, and 
in six cases two, days without bowel movement. 

Hypertension was found in every patient ex- 
amined, the blood pressure averaging 150 systolic, 
and over 87 diastolic on admission. Repeated 
readings, however, showed a rapid drop, the sys- 
tolic averaging only 136 on the day after admis- 
sion. Urinalysis showed a trace of albumen in 
three cases, with hyaline or granular casts in 
four, pus cells in three and indican and blood in 
one case each. 

“Leukocytosis was present in almost every case, 
averaging 14,761 in the nine cases examined on 
the day of admission, 11,600 in the five cases 
examined on the second day, 10,720 in the four 
cases examined on the third day in the hospital, 
the highest count being 21,000 on admission and 
the lowest 5,900 several days after the bite. 
There generally was a relative polymorphonuclear 
leukocytosis, averaging 80 per cent in the eight 
cases recorded. The red blood cell count was not 
constant, averaging 5,000,000 in the seven cases 
recorded, with an average hemoglobin estimation 
of about 85 per cent. Altogether more than sixty 
physicians saw these patients while they were in 
the hospital. More than 150 cases of poisonous 
spider bites have been reported by thirty-three 
physicians in the United States during the last 
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Two-thirds of these occurred in Cali- 


century. 
fornia, but the others were scattered over more 
than a dozen states, including Florida, Virginia, 
Georgia, North Carolina, Alabama, Texas, Okla- 
homa, Maryland, Pennsylvania, Tennessee, Ohio, 
West Virginia and Arkansas. More than 80 per 
cent of the victims were males, and the majority 
were bitten on the penis or adjacent parts while 
sitting in an outdoor toilet ; others on the hands, 
feet or other exposed parts. All ages have been 
reported. A minister and a college professor 
have not been spared, but most of the victims 
were farmers or rural laborers, as might be ex- 
Most of 


the bites occurred either in the early morning or 


pected from the habitat of the spider. 


in the evening in the summer or autumn, but this 
was not the invariable rule, as cases have been 
The 


spider actually causing the bite was captured and 


known in almost every month in the year. 


identified by arachnologists in about a dozen cases, 
but usually it was described as a shiny black 
spider, and a red spot on the abdomen was fre- 
quently mentioned. 

“A stinging or sticking sensation was noted at 
first, but this soon disappeared, and except for a 
tiny red spot sometimes seen, there was no mark 
or swelling to indicate the location of the bite. 
In less than half an hour, however, the character- 
istic pain appeared, increasing in severity for sev- 
eral hours. It has been vividly described as in- 
tense, violent, agonizing, exquisite, excruciating, 
griping, cramping, shooting, lancinating, aching 
and numbing, and either continuous, and inces- 
sant, or paroxysmal and intermittent. It was 
felt in the abdomen and generally also in the legs, 
back, chest and ‘all over’, less often in the head, 
shoulders and arms. The pain spreads from the 
site of the wound by continuity ; thus, the patients 
bitten on the penis usually have pain in the groin 
and then in the abdomen, while those bitten on 
the wrist have pain in the arm and then in the 
chest before it reaches the abdomen, suggesting 
that the venom spreads by the lymphatics and 
acts in the muscles rather than in the central 
nervous system. The final distribution of the 
pain, disregarding the order of development, how- 
ever, appears to be fairly uniform, irrespective of 
the site of the initial lesion, and the pain in the 
abdomen and legs follows the bites of the wrist or 
back just as regularly as it does those of the 
penis or ankle. 

“In addition to the acute pain, which was evi- 
denced in most cases by writhing, rolling, doub- 
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ling up, muscle spasms and paroxysmal contrac- 
tions, many other symptoms were described. The 
most common in the order of frequency, include 
profuse cold sweats, restlessness, anxiety, diffi- 
culty in breathing, anorexia, nausea and vomiting, 
constipation, cyanosis, delirium, prostration, 
shock, insomnia, speech disturbances, and acute 
urinary retention. ‘Tremors, twitching, paralysis, 
convulsions, localized swelling of the bitten part 
or of other tissues, chills, dizziness, priapism, 
jaundice, and macular skin eruption were also 
encountered. An extreme boardlike rigidity of 
the abdomen was the most striking of the physical 
findings, but abdominal tenderness was rarely 
mentioned. Circulatory disturbances, evidenced by 
cyanosis and an unduly slow or rapid pulse were 
often noted, but actual figures were lacking. The 
patients were usually seen by the physician within 
a few hours after the bite, but the diagnosis was 
not always made at once, and in several instances 
the patient was operated on by mistake for an 
acute appendicitis or other acute abdominal dis- 
ease, while biliary or renal colic, acute pancreatitis, 
perforated gastric ulcer, and various forms of 
poisoning were suggested in others. 

“The most acute symptoms lasted a number of 
hours, no relief being felt for more than six hours 
in half of the cases reported. The pain then gen- 
erally subsided in from twelve to forty-eight 
hours after the onset, but complete ease was not 
often secured for more than a week and many 
complained of weakness and recurring pains for 
many weeks thereafter. 

“There is a widespread impression that Latro- 
dectus Mactans may cause death, and indeed this 
is not improbable. About ten deaths have been 
definitely ascribed to the bite of Latrodectus 
Mactans in the United States but only a few of 
them have been described in detail. The records 
fail to show any of these cases coming to nec- 
ropsy.’’* 

TREATMENT. 

“Treatment at the General Hospital has con- 
sisted mainly of 1. Sedatives such as morphin, or 
codein, hypodermically, given in larger doses 
than usual to secure results, bromides, chloral, 
barbital, and hot baths frequently repeated. 
2. Stimulants, such as aromatic spirits of am- 
monia, caffein, and strychnin. 3. Eliminative 
measures to secure free purgation, magnesium 
sulphate, enema, and catheterization, when neces- 
sary. Specific serum treatment has been tried 
with encouraging results. Twenty centimeters of 


the blood were taken from a patient who had re- 
covered from a severe poisonous spider bite, and 
injected intramuscularly into a man who had 
just entered the hospital in an agony of pain from 
a bite. He improved following the injection, and 
three other cases treated likewise all felt relief 
much quicker than without such treatment. Those 
receiving this treatment within a few hours obtain 
the quickest relief.” 

“J. Vellard and V. Brazil have for the last five 
years been engaged in the preparation of specific 
antivenins for the most widespread species of 
spider in our southern section. They have found 
that Lycosa raptoria and Ctenus nigriventer are 
resp: -nsible for the majority of cases of arachnoid- 
ism observed in Sao Paulo. 

“Sheep are used in the preparation of the anti- 
venins, and immunization is carried on by means 
of hypodermic injections of the antigens care- 
fully diluted in saline, given in properly increas- 
ing doses from O.1-mgm. to about 75-mgm. in a 
period of approximately 3 to 4 months. A bi- 
valent antivenin, specific for the sting of both 
Ctenus nigriventer and Lycosa raptoria has also 
been prepared from the blood of sheep immunized 
with the venom of these species. 

“The curative potency of these antivenins has 
been clearly demonstrated on human beings stung 
by these two forms of spider prevalent in south 
Brazil. Immediately following the injection, all 
patients show signs of improvement. As with 
other sera, it has been found that the earlier this 
treatment is applied the more rapid and complete 
its action is. Rapid recovery has been the out- 
come of this form of serum therapy in every 
instance. The principle of specificity between 
venom and antivenin also holds good.” (b) 

A resume of my personal experience: 

I have treated six cases of spider poison caused 
by the bite of the Latrodectus Mactans. I am pos- 
itive of their identity because all saw the little 
black spider with the red spot on its belly. The 
patients were five males and one female (four 
white and two colored) ranging in age from 8 
to 50 years. All except one resided in the rural 
districts. The location of the bite had no bear- 
ing on the severity of the symptoms. In fact, a 
man fifty years old, bitten twice on his leg below 
the knee, suffered greater pain, and was longer 
getting over it, than the 8-year-old girl who was 
bitten on her hand. 

There was very little if any swelling at the 
place bitten ;in fact, you could scarcely see the 
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place of entrance. The pain at the time of bite 
is so insignificant as to cause no inconvenience, 
and the pain is only felt as the venom begins to 
enter the circulation. The pain and suffering 
are agonizing. The fear of impending death is 
almost overwhelming, the patient begging most 
piteously, and continuously for relief. One pa- 
tient as he entered my office, cried out : ‘Do some- 
thing for me, Doctor ; if you don’t I will be dead 
in five minutes.” Afterwards in describing the 
agonizing pain, he said his heart felt just as if a 
strong man were gripping and squeezing it with 
all his might. 

All the symptoms, and sequellz, so graphic lly 
described by Dr. Bogen, except priapism, w ere 
For weeks they com- 


present in cases. 


plained of numbness, or lack of feeling in soles 


my 


of feet, with a loss of general muscular tone, and 
disinclination to engage in any work. My cases 
suffered intensely for four or five days, requiring 
repeated hypodermics and morphine for relief, 
and rest from the agonizing pains. It is the most 
horrible suffering I ever witnessed, excepting that 
from tetanus. Spider poisoning presents so vivid 
a clinical picture that once seen, will never be for- 
gotten. When you see one case, you see all. 
Many cases have been mistaken for attacks of 
appendicitis, kidney or gall-stone colic and similar 
abdominal diseases. A careful examination and 
history of the case will enable you to make a 
correct diagnosis. I have collected about twenty 
authentic cases of spider poisoning treated by 
physicians within a radius of fifty miles of Talla- 
The ages of these patients ranged 
I know of no 


hassee, Fla. 
from early childhood to old age. 
authentic death from spider poison in this section. 
Morphin, hypodermically, in large doses, repeated 
as necessary, is the only dependable drug for re- 
lief of agonizing pain, and cramping of all muscles. 
Antispasmodics, like bromide, chloral, and bar- 
bital, are useless until the pain and cramps are 
beginning to subside. Hot baths should afford 
some relief. Serum treatment is the rational one, 
and will be used when it becomes available. 

I wish to especially thank Dr. Emil Bogen for 
a copy of his prize essay, “Arachnoidism”, pub- 
lished in 1926. He writes most graphically and 
interestingly of his experience with this not so 
rare disease, which you may be called upon at 
any time to diagnose and treat. I am passing 
around a few of the live demure, retiring, but 


belligerent little Black Widows, so you may know 


what they look like. 
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DISCUSSION 
Dr. J. H. Pierpont, Pensacola: 

I have never had a case of spider poisoning as 
described by Dr. Palmer. I think that he has 
had my name placed on the program more as a 
compliment to me than with the thought that I 
can add anything to the paper. I think it is one 
of the most complete and interesting papers I have 
ever listened to. Of course, as he described the 
spider, it is a very common spider and I have seen 
it often. But as I have said, I have never been 
called upon to treat a case. I think there is no 
question but that this paper should be put in the 
class of monographs with its complete history 
and description of this particular spider, includ- 
ing all of the symptoms incident to the infection 


produced by the spider. 


Dr. J. S. Turberville, Century: 


I just want to relate a personal experience. It 
is very hazy in my memory, but I was bitten by 
a spider like Dr. Palmer described when I was a 
child about five years old. I have never forgotten 
that night. It happened this way: Back in those 
days little boys wore boots, and an old discarded 
boot had been thrown out in the back yard. One 
day I found this old boot and put it on. I felt a 
sting, took the boot off and shook it, and the spider 
fell out. 
which I remember just as clearly as can be. That 


There was a little red spot on the back 


is the only time that I have ever been unconscious 


in my life. Just a little while before I became 
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unconscious I vomited. I remained unconscious 


practically all night. The next morning I felt 
quite well. In the meantime they had had a 
doctor, but I do not remember anything he did. 
The next morning, as I said, I felt quite well and 
decided to get up. And when I got up I fell. It 
was way into the afternoon before I was able to 
stand on my feet. I remember that very clearly. 
I do not remember just how long it was after the 
bite, but I became unconscious pretty soon. And 
I do remember the terrible aches before I became 
unconscious. It was so painful and so distressing 


that it made an indelible impression. 


Dr. Toulmin Gaines, Mobile, Ala.: 

A number of years ago a man came to me with 
one side of his lip very much swollen, saying that 
a spider had bitten him during the night, that he 
had seen it and killed it. The swelling subsided 
in a few days but a few months later he came to 
me with exactly the same condition, saying an- 
other spider had bitten him. This made me very 
suspicious of his statements as he had seen and 
killed the first spider and now another had bitten 
him in the same place. I later realized that it was 
a case of angeo-neurotic edema. Patients often 
think a localized swelling is due to a spider bite 


when as a matter of fact it is a form of urticaria. 


Dr. Henry E. Palmer, Tallahassee (concluding): 


I am very glad Dr. Gaines brought out that 
point. It is a good point. The way to differen- 
tiate the diagnosis is this: In a spider bite there 
would be no local inflammation or irritation, no 
more than in a mosquito bite. In fact, in most 
cases inflammation is so slight that those bitten 
pay no attention to it until the acute and severe 
symptoms start. 

Now, the point I want to impress upon you 
surgeons is the rigid boardlike condition of the 
abdominal muscles, simulating acute “surgical 
abdomen” as you men call it. The mistake has 
been made of going into the abdomen expecting to 
find a gangrenous appendix or perforating ulcer 
or something of that kind when if you give the 
patient a hypodermic of morphine or something 
to relax the muscles you will find no local ten- 
derness nor other symptom of acute abdominal 


trouble. 


FRACTURES OF THE OUTER END OF 
THE CLAVICLE—A SIMPLE 
DRESSING* 

G. H. Epwarps, M. D., 

Orlando. 

Fractures of the outer end of the clavicle may, 
like Gaul, be ‘“‘divisa in partes tres” and thus 
classified when they come to treatment; for the 
amount of displacement or deformity at the seat 
of fracture with its other characteristics, depends, 
for a great part, upon the portion of the clavicle 
in which the lesion is located. 

Speaking of clavicular fractures in general, 
Lester! says, they are the next most common 
fractures that come to treatment, being second 
only to Colles’ in incidence. So much has been 
written regarding their treatment that Kreisinger*, 
writing in 1927, found descriptions of over two 
hundred devices for their treatment. Most of these 
come under the head of reducing dressings ; that 
is, dressings designed to reduce the fragments 
and to hold them in alignment. Nearly all au- 
thors from Hippocrates to date admit that per- 
manent reduction and positive alignment is 
almost impossible to maintain and as a conse- 
quence some deformity is bound to occur. 
Eliason® says that ambulatory dressings are gen- 
erally unsatisfactory, as regards comfort and 
anatomic perfection and a certain amount of de- 
formity is to be expected, although function is 
almost universally all that could be desired and 
the deformity tends to subside in time. The 
multiplicity of methods point to the unsatisfac- 
tory state of such fixation. 

With these facts in mind, the value of com- 
plicated uncomfortable dressings is questionable. 
Certainly, in cases of incomplete fracture, or 
fractures without displacement, there can be no 
doubt that many of these dressings, if applied, 
would be somewhat of a nusiance, both to the 
surgeon and to the patient. A supporting dress- 
ing disregards the position of the fragments and 
merely aims to make the patient more comfort- 
able and it would seem to be the logical dressing 
to use, especially where displacement is slight. 
A simple sling which makes no attempt at reduc- 
ing the fracture or holding it reduced, does sup- 
port the weight of the arm and keep it from a 
wide range of motion, thereby eliminating the 
two chief causes of pain and discomfort arising 
from the injury. 


*Read before the 11th Annual Meeting of the Florida 
Railway Surgeons’ Association, Pensacola, May 5, 1930. 














Conwell* says that when good position of a 
fracture of the clavicle is present without a joint 
complication, it is best treated by the simplest of 
ambulatory dressings. He also says that perfect 
anatomic position is not always necessary for 
perfect functional results. It is very doubtful 
whether the average ambulatory dressings hold 
a fracture of the clavicle in position if the frag- 
ments have a marked tendency to be displaced. 
Any ambulatory dressing that would hold a 
fracture of such a type in place usually would 
have to be applied so tightly, that grave danger 
to the circulation would result, as well as great 
pain and discomfort to the patient. 

It would seem that two hundred methods of 
treatment and devices were enough, so it is 
almost with an apology that | come before you 
with yet another one. When I left college, I had 
an idea that all fractures of the clavicle must be 
treated with a Sayres dressing, or some modifi- 
cation thereof and I used it religiously and 
applied it firmly, so as to hold the fragments in 
place, much I fear to the discomfort of many of 
my patients. But for over twenty years I have 
used the method,.I will describe, with confidence 
and success in certain types of clavicular frac- 
tures of the outer third and also in acromio- 
clavicular dislocations. 

As the rivers Garumna and Sequana parti- 
tioned Gaul, we have the conoid and the trap- 
ezoid ligaments, which are contiguous and when 
described together, called the coracoclavicular 
ligament, dividing the outer third of the clavicle 
into its three parts. The behavior of the frac- 
ture, as to displacements, deformity and discom- 
fort and types of dressing best suited, varies 
greatly, depending upon the portion in which 
the lesion is located. 

In the fractures of the outer third, internal to 
these ligaments, the proximal portion, as to posi- 
tion, is influenced by the muscular contraction of 

the sterna cleido mastoid, pectoralis major and sub- 
claviculus muscies while the distal portion is dis- 
placed by the weight of the arm and the pulling 
of the trapezius and deltoid muscle fibers. These 
like the fractures of the inner and middle por- 
tion of the clavicle are probably best treated by 
one of the numerous methods of reduction and 
restraint; the selection being made with the 
thought in mind of giving the maximum amount 
of support in correction of the deformity, with 


the minimum amount of discomfort. 


EDWARDS: FRACTURES OF THE OUTER END OF THE CLAVICLE 





Fractures in the middle portion, as a rule show 
very little displacement unless the injury pro- 
ducing it is of sufficient violence to tear the liga- 
ments in two, which is very uncommon, and | 
feel are best cared for by the use of a simple 
sling or the dressing I will describe. 

The fractures externally to these ligaments are 
the ones with which I am dealing more specifi- 
cally and for which I believe my simple dressing 
is most admirably suited, as it gives both support, 
and relief from pain and tension, and allows of 
some motion and yet while holding firmly does 
not produce much constraint or discomfort. 

These fractures of the acromial end are next 
in order of frequency to those in the shaft and 
they arise from direct violence as a rule, that is 
a blow on the extreme end of the bone, as from 
a sledge hammer, dredge bucket, railroad ac- 
cident, ball club, or from falls in which the point 
of the shoulder strikes against a building, tree or 
sidewalk, all of which I have seen produce it. | 
have seen two instances of this fracture in indi- 
viduals falling with the arm held in such abduc- 
tion, that the humerus was driven almost directly 
upward. This type of accident, however, is more 
apt to produce a fracture in the middle portion 
of the outer third in which location there is us- 
ually very little displacement due to the conoid 
and trapezoid ligaments, which are not easily 
ruptured. In one which I saw fractured by this 
means, the external fragment was resting upon the 
longer internal portion giving a most curiously 
shaped deformity but with the first effort toward 
reduction, the outer fragment was released and 
it dropped down below the rest of the bone, its 
outer end being tilted somewhat downward and 
slightly forward, due to the weight of the arm 
and the pull of the deltoid muscle. This is the 
more common position in which we find the arm, 
when the acromial end is broken off and that is 
the type for which my dressing is especially 
adapted. 

A dislocation at the acromioclavicular articula- 
tion presents the same picture or type of deform- 
ity of the shoulder as this fracture of the outer 
end of the clavicle, that is the acromial process 
from the weight of the arm is pulled downward 
and often tends to ride slightly under the clav- 
icle, due to the pull of the deltoid and pectoralis 
major muscles, the trapezius muscle not being 


strong enough to overcome this pull. 
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Cast Histories 
In describing the dressing, I will report but 
two cases, both of recent date and of which | 
have both X-ray pictures of the fractures and 
also photographs of the dressing as applied. 





Case I.—A colored man employed in a fertil- 
izer warehouse, with a sack of fertilizer on his 
right shoulder, attempting to walk up a short 
flight of steps, stumbled and, over-balanced, by 


the weight on his shoulder, fell forward, striking 
the tip of the left shoulder on the edge of the top 
step. He came to me with the characteristic 
posture of a clavicular fracture, supporting the 
arm and elbow of the injured side, by the hand 
and forearm of the sound side. 

A picture was taken immediately and revealed 
a comminuted fracture. A downward tilting of 
the extreme end and a number of small fragments 
of bone at the site of the fracture were noted. 
With little discomfort and without anesthetic, 
the patient being seated on a_ stool, with the 
left in the axilla pushing 
the humerus slightly outward and with my 


fist of my hand 
right hand at the elbow, the fragments were 
brought into direct line, almost perfect approx- 
imation. To maintain this position, I took a strip 
of adhesive plaster, about a yard long and three 
and a half inches wide and with the patient's 
forearm at right angles with the arm, the radius 
being above, one end of the adhesive plaster was 
stuck to the anterior surface of the forearm, 
brought forward over the ulnar aspect of the 
arm just missing the tip of the olecranon and 
passed over the posterior surface of the forearm 
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and upward on the anterior surface of the arm, 
the middle of the plaster passing over the site of 
the fracture and then down the back as far as 
the lower end of the scapula of the opposite side. 
Under the adhesive plaster, at the site of the frac- 
ture, is placed a small pad of gauze or cotton and 
the same may be placed between the plaster and 
the olecranon. The adhesive plaster should lie 
smoothly on all the surfaces without wrinkles 
and should stick on the back where it would na- 
turally fall following a direct line from the fore- 
The 
application is well illustrated by the photographs. 

Case I].—A twelve-year-old school girl while 


arm over the shoulder and down the back. 


skipping rope missed her stride, was tripped by 
the rope and fell forward, striking on the ex- 
tended abducted arm. This, as I mentioned be- 
fore, is a very unusual means of acquiring this 
type of fracture. She felt a sudden pain in her 
right shoulder, but continued to use her arm for 
an hour or two rathér gingerly; the pain finally 
becoming so great, that she was brought to my 


office. She presented the characteristic posture 





of the fractured clavicle, the arm of the injured 
side being supported by the hand and arm of 


the other side. The dressing as described in Case | 
was applied. The patient left the office, stand- 
ing nearly erect and experiencing great relief and 
comfort from the support given. 

This dressing you see is very simple. The 
adhesive under the forearm holds the arm up to 
whatever position it may be lifted, so that the 
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fracture is very nearly perfectly approximated. 
The portion of the dressing across the shoulder 
over the site of the fracture with the weight of 
the arm drawing down on it, acts as a splint 
keeping the two ends from slipping by each 
other. The fulcrum, as you note, is the attach- 
ment of the adhesive plaster on the back, thus 
you see the plaster has a dual function, lifting 
the arm up, bringing the bones into approxima- 
tion and yet keeping the outer fragment from be- 
ing raised too high, by its pressure at the site of 
the fracture. This dressing, as you note, in addi- 
tion to support and immobilization of the frag- 
ments, does not hold the arm or forearm in 
marked constraint and the arm can be pulled for- 
ward and moved slightly laterally with but little 
motion at the site of the fracture. To complete 
this dressing: the sling, triangular if you desire, 
may be adjusted, or, which I prefer in the 
tropics, a simple loop of four-inch bandage 
around the neck, in which the hand and wrist is 
supported. 

Salient features of this dressing: 

Its simplicity. 

Its ease of application. 

Its support of the embarrassed arm. 

Its splint-like action at the site of fracture. 

Its limitation of range of motion. 

it permits some mobility at shoulder, elbow 
and wrist joints. 

And last, but not least, its comfort. 
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THE RESPONSIBILITIES OF THE 
RAILWAY SURGEON* 
Haroip D. Van Scuaick, M.D., 
Jacksonville. 

It is an honor, indeed, to have been your presi- 
dent during the past year and one for which I am 
sincerely grateful. This gratitude will, in a meas- 
ure, be expressed by the brevity of these remarks. 

While it is true all railway surgeons are phy- 
sicians, all physicians are not good railway sur- 
geons. In the normal relationship between phy- 
sician and patient, the physician has two main 
responsibilities: firstly to the patient; secondly 

*Presidential address delivered before the 11th Annual 


Meeting of the Florida Railway Surgeons’ Association, 
Pensacola, May 5, 1930. 


to himself. Railway surgeons have a third, that 
to the railway company. 

The first responsibility deals with three factors : 

1. Complete examination of the patient, pref- 
erably at the first visit, or at the first opportunity 
under favorable circumstances. We are all 
aware of individuals receiving treatment for ma- 
jor injuries such as crushed limbs, etc., and 
later, ofttimes too much later, secondary un- 
treated injuries discovered which in the final 
analysis are as disabling as the originals. The 
physician, however, is not always to be blamed, 
as frequently the situation is so critical as to pre- 
clude further examination, or other extenuating 
circumstances may exist. However, we must be 
on our guard at all times. 

2. Conscientious and skillful treatment during 
the illness or period of disability. This includes 
necessary consultation when additional skill is 
available, hospitalization for the proper length of 
time and necessary laboratory and X-ray studies. 
In this connection, it is well to remember that 
there are occasions when a secondary X-ray study 
will reveal what the first failed to do. 

3. Proper after-treatment which consists main- 
ly of occupational and physiotherapy. This serv- 
ice in such types of cases as fractures, palmar ab- 
scesses, etc., begins almost immediately when the 
patient is presented and continues until the ulti- 
mate has been attained. However, the close co- 
operation between the physician, dietitian and 
physiotherapist is essential. The necessity for 
this part of the care of patients has not been in 
the past sufficiently stressed or practiced. Bill- 
ings recently stated that probably not more than 
five per cent of surgeons use physiotherapy after 
operations. ‘This is also proved by the fact that it 
was only in February of 1929 that the first nation- 
al meeting devoted exclusively to the subject of 
convalescent care was held in this country. It is 
well to mention here that there is a growing con- 
viction in the minds of many men that its wider 
intelligent use, under the guidance of the physi- 
cian, would.be a powerful factor in curbing the 
practices of many cults. 

If a slight digression may be permitted for the 
moment, it might be well to recall that as early 
as 1640 the Hotel Dieu and Charite in Paris had 
convalescent wards to the extent of one-third the 
hospital bed capacity attached to them. It was 
only in 1929 that the first convalescent home was 
subsidized in such a center as New York.' 

In the United States, the hospital bed capacity 
has about reached the point of saturation, there 
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being one bed to each 130 individuals, of which 
but sixty-seven per cent are actually in use. The 
improvement in hospital facilities in the future 
should be along the line of convalescent wards or 
homes. In England, there are twenty-two con- 
valescent beds to each 100 acute hospital beds as 
compared with none to eight per cent in this coun- 
try. It has been estimated that $100,000,000.00 
annually could be saved by proper convalescent 
care. However, this indifference to the saving of 
man-power and money is not surprising in a coun- 
try that permits almost 100 deaths and 1,000 per- 
manent disabilities daily from automobiles with 
scarcely an effort made to check the slaughter.* 

The second responsibility of the physician, that 
to himself, is expressed again by the thorough 
examination of the patient and the keeping of a 
complete permanent record of such findings. 
These should not be unduly long and time-con- 
suming but should be descriptive and accurate. 
We must remember that a record of any patient 
may be of value and assistance many years later. 
A patient entered a modern hospital where he 
was examined, X-rayed, operated, died and post- 
mortemed. At the trial it was impossible to state 
from the record accurately the exact location of 
the injury or just where the operation had been 
performed. 

The third responsibility, which concerns the 
railway and industrial surgeon, is that to the em- 
ployer. In the early 19th century, certain work- 
men’s lives were held so cheaply that inquests 
were not even held in mine disasters.* This, for- 
tunately, has changed and the time is rapidly 
passing when the companies desire an advantage 
over the employees, but seek only what is right 
for them and for the patient. If we could only, as 
physicians, by some unusual feat of imagination 
place ourselves impartially in the position of the 
employee and the employer and see the situation 
through their eyes as they see it, many difficult 
problems would be solved and prospective court 
litigation avoided. 

In conclusion, permit me to call attention to a 
responsibility not previously mentioned that af- 
fects all of us practically every day of our lives, 
and that is the responsibility of one physician to 
another. 

A noted, rather pessimistic philosopher once 
stated that in his opinion the sum total of all hu- 
man unhappiness far exceeded the sum of all 
human happiness. So let us in our daily contact 
with each other look with a somewhat kindlier 
and forgiving eye and speak in a softer and gentler 


voice of the efforts of our brethren and thus 
from day to day do our best to prove the old 


philosopher was wrong. 
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CARDIAC PAIN* 
Ernest F. Want, M.D., 
Thomasville, Georgia. 
“Cardiac pain” is a rather ambiguous term but 
here I am referring to patients who complain of 
pain in the region of the heart where a differential 
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diagnosis must be made between disease of the 
circulatory apparatus and other conditions which 
cause discomfort in that portion of the chest. It 
is not within the scope of this paper to give a de- 
tailed and classical description of all the diseases 
mentioned but I will try to present a brief differ- 
ential diagnosis. 

In many instances, the conditions which cause 
the patients to become alarmed can be readily dif- 
ferentiated from serious heart diseases. Super- 
ficial infections of the chest wall, injury to the 
ribs or excessive strain in athletics without proper 
training usually require a relatively brief exam- 
ination in order to determine the cause of the 
Some nervous individuals, who for 
heart 


complaint. 
some reason have developed a fear of 
trouble, palpate the precordia so frequently that a 
superficial cellulitis is produced which actually 
becomes tender to pressure. I have seen pre- 
cordial pain in acute dilatation of an apparently 
normal heart in athletes who attempted unusually 
strenuous events without proper training. Among 
the other affections of the anterior chest wall 
which sometimes cause a patient to fear heart 
trouble is tenderness of the sternum. This may 
exist without any known cause but the frequency 
with which it occurs in subacute bacterial endo- 
carditis, leukemia and Hodgkin’s disease makes it 
necessary to rule out these affections in every 
patient who complains of this condition over a 
long period of time. 

Certain individuals, especially those of middle 
age or later in life, complain of precordial pain 
not unlike true angina of effort, or perhaps of a 
more mild degree, and a careful inquiry into their 
personal habits reveals the fact that they are 
excessive users of tobacco. Many of these indi- 


viduals are of Semitic descent. Authorities 
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differ as to the cause of pain in this class of pa- 
tients but they do agree as to the existence of the 
condition. Many firmly maintain that the use of 
tobacco in itself cannot produce pain in a normal 
vascular system. This is a point that can hardly 
be definitely settled as there is no positive way to 
determine coronary sclerosis in the early stages. 
At any rate, abstinence from the use of tobacco 
cures the pain. Ina like manner, individuals with 
a metabolic error resulting in a high uric atid 
content of the blood not infrequently have pre- 
cordial pain which may resemble angina pectoris. 
This is classed as angina of gout by some authors 
regardless of the absence of arthritic manifes- 
tations. A diet that will reduce the uric acid 
content of the blood frequently gives these pa- 
tients relief from pain. Dr. Thayer has repeatedly 
stressed the fact that some individuals have pre- 
cordial pain when anemic, the pain disappearing 
when the blood becomes normal. Here, again, 
there is an opportunity to argue about the pos- 
sibility of some early disease of the coronary cir- 
culation that has not advanced to such a degree as 
to produce symptoms but with the added burden 
of anemia produces anoxemia of the heart muscle. 

Every physician is familiar with true angina 
pectoris of effort. The first attack usually accom- 
panies exercise immediately after a meal and lasts 
only a few minutes. As time goes on and the 
attacks become more frequent the duration may 
increase to perhaps fifteen minutes but usually 
are characterized by their shortness of duration 
and immediate relief by the patient coming to an 
absolute standstill. Some patients state: “the 
pain stops when I freeze in my tracks.” The pain 
is usually substernal, radiates to the arms, espe- 
cially the left one, involving the ulnar side of the 
arm and the little and ring fingers. Occasionally 
the pain stops at the wrists or at the elbow. The 
character of the pain is described in various ways 
by different patients. It is usually described as a 
“erabbing,” “grasping,” “vise-like shutting down 
in the chest,” “an iron claw holding the heart” or 
Sometimes, it is felt as 
More 


as an intense pressure. 
an iron bar across the entire upper chest. 
rarely it is described as “a sense of oppression.” 
The face is pale, pinched and anxious. Some- 
times the skin is covered with drops of cold per- 
spiration. The pulse, respiration and blood pres- 
sure are usually not disturbed. Typical cases of 
angina pectoris may also be initiated by a blast of 
cold air in the face, stepping from a very hot toa 
very cold room, washing the face in very cold 


water and by emotional disturbances. Although 


=] 
~t 


the first attack usually accompanies effort, subse- 
quent attacks are very commonly preceded by 
emotional disturbance. 

Coronary artery thrombosis is a condition 
which is frequently confused with angina pectoris 
of effort. 
should not be confused as the underlying pathol- 


In fact, there is no good reason why it 


ogy is in many instances only one of degree. 
Males are affected more than females, especially 
in the fourth and fifth decades. Three types of 
coronary artery thrombosis have been described : 

1. Symptoms appear out of a clear sky, 

2. Previous history of angina pectoris of effort, 

3. Cases in which the coronary artery obstruc- 
tion is only an incident in the course of an already 
existing heart failure. 

The onset is sudden but is not always painful as 
many individuals die immediately without any 
apparent pain nor is the onset always dependent 
on effort as it frequently occurs when the patient 
is asleep. The pain is variable, often midsternal 
but frequently behind the lower end of the ster- 
num or in the epigastrium. It is not affected by 
nitrites and lasts hours or days. It may recur in 
paroxysms over two or three days but with some 
pain of a less severe nature between the paroxysms 
of excruciating pain. Ordinarily, the pain is in- 
tense, squeezing and pressing in character, fre- 
quently radiating to the back between the scapule, 
to the arms, neck or upper abdomen. ‘The ten- 
dency for the pain to radiate to the upper abdo- 
men has caused this dreadful malady to masque- 
rade in the newspapers under the guise of “acute 
indigestion.”’ Not infrequently, the epigastric pain 
is accompanied by vomiting and flatulence which 
make the differential diagnosis from gall-bladder 
disease, acute pancreatitis and perforated peptic 
ulcer a very difficult matter. However, there are 
always certain signs of circulatory disturbance 
which should not be overlooked. There is a de- 
gree of cyanosis that can hardly be explained by 
disease processes in the abdominal organs. Various 
degrees of dyspnea are present, the heart sounds 
are faint and sometimes irregular, the blood pres- 
sure is frequently low and there is evidence of 
edema of the lungs. One or two degrees of fever 
and slight leukocytosis usually exist. There is a 
feeling of intense prostration and morphine does 
not have as much effect on the pain as it usually 
does in gall-stone colic. The patient has the gen- 
eral appearance of shock. The skin is cold and 
clammy, the pulse weak and thready, not infre- 
quently fibrillating. In some instances, the heart 
is abnormally slow, indicating a disturbance of 
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the conduction apparatus. With the above symp- 
toms, if a previously high blood pressure suddenly 
falls to normal or below normal, there is certainly 
some lesion in the coronary arteries. Patients 
suffering with the pain of coronary artery occlu- 
sion are not fixed in one position as those with the 
angina of effort and frequently do not have the 
feeling of impending death although this symptom 
is variable. Occasionally, a pericardial friction 
rub is heard caused by the cardiac infarct and a 
systolic murmur may occasionally appear where 
one had not previously been noted. The engorged 
liver resulting from the acute heart failure may 
be very tender, making it especially difficult to 
rule out gall-bladder disease. The real difficulty 
occurs in cases that have both disease of the 
coronary arteries and gall stones or other abdom- 
inal lesions, as one seldom makes a diagnosis of 
two major conditions, each of which may produce 
the symptoms in question. Acute pneumothorax 
and massive collapse of the lungs may sometimes 
resemble coronary artery thrombosis but physical 
examination should immediately rule out these 
conditions. If the patient does not die during 
the immediate attack, the prognosis depends upon 
the amount of damage done to the heart and the 
type of life he leads. Many are bedridden invalids 
for a number of months and eventually die from 
heart failure while others, after many weeks in 
bed, reach a point where they can be moderately 
active and live a number of years. The occurrence 
of emboli in any part of the body after an attack 
of acute epigastric pain is very suggestive of 
coronary thrombosis. 

In the treatment of this condition the usual 
rest, digitalis and venesection applied in heart 
failure are indicated. In addition to these meas- 
ures, I wish to emphasize the importance of 
metaphyllin which has a remarkable effect in some 
cases by dilating the coronary arteries. 

In almost the same class as coronary artery 
thrombosis we should mention the senile heart 
which is painful after a certain amount of exertion 
but does not produce symptoms like true angina. 
Most of these cases are due to early coronary 
sclerosis resulting in anoxemia of the heart muscle 
when the demand exceeds the amount of blood 
that can go through the smaller arteries. 

So far as prognosis is concerned, the only dif- 
ference in angina of effort, the senile heart which 
gives pain on moderate amount of exertion, and 
coronary artery thrombosis is one of degree. 
Eventually, the outcome is going to be about the 
same in each of these conditions. 
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there is often substernal pain, perhaps more or 
less constantly present, occurring only on exertion 
or constantly present and made worse by.exertion. 
Many, if not all of these cases, are due to the 
sclerotic, inelastic arch of the aorta. 

Acute aortitis, whether from syphilis or from 
acute rheumatic fever, is profusely described by 
the French and commented upon very little by 
English, American and German authors. The 
pain in acute aortitis may resemble the angina of 
effort or be merely an attack of dyspnea with a 
sense of substernal oppression. ‘Tachycardia and 
irregular fever are common findings. Physical 
examination usually reveals an abnormal supra- 
sternal pulsation, increased retrosternal dullness, 
systolic murmurs over the aortic area which are 
transmitted to the vessels of the neck and in- 
creased with the patient in the upright position or 
with the hands on the head, and the bell-like 
accentuation of the second aortic sound. Occa- 
sionally, there is tenderness of the sternum but 
this finding is quite variable. Acute aortitis is 
one of the few organic diseases of the heart caus- 
ing pain in the precordia or substernal region of 
young adults. This is explained by the fact that 
it may be caused by acute rheumatic fever or 
occur soon after a primary syphilitic infection. 

Aortic aneurysm may produce typical symp- 
toms of angina pectoris but the pain may be 
paroxysmal instead of being initiated by effort or 
be a constant, dull, boring, deep-seated pain be- 
hind the sternum or in the interscapular region. 
The boring pain is especially noted when the 
aneurysm is eroding bony structures. Occasion- 
ally, the pain produced by an aneurysm is dull in 
character and aggravated by slight change in the 
position of the body. In advanced cases, root pain 
may be produced by the erosion of a vertebra. 
Ordinarily, the diagnosis or the suspicion of an 
aortic aneurysm should not cause any great diffi- 
culty. The variation in the blood pressure on the 
two sides, the variation in the size of the pupils, 
the vasomotor disturbance, the tracheal tug, in- 
creased retrosternal dullness, change in the char- 
acter of the voice, the brassy cough, if present, 
pulsation or heaving of the precordia and the 
pulsation that can be felt when the chest is pal- 
pated with one hand on the spine and the other 
on the manibrium should at least make one sus- 
picious of the pathology present. 

Acute dilatation of the heart is usually accom- 
pained by a sharp precordial pain but does not 
have the typical radiation of angina and does not 
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hold the patient in a fixed position. The diagnosis 
of such a condition should be easy. 

The pain of pleurisy is seldom confused with 
a pain of cardiac origin. In some instances of 
chronic mediastinitis, both the pleura and the 
pericardium are involved. Here the lesion usu- 
ally leads to fixation of the heart in a given posi- 
tion so that it does not shift with a change in the 
position of the patient. Pericarditis seldom 
causes acute pain but rather a sense of oppression 
or distress. Frequently, the disease is painless. 

I-xtrasystoles, when very severe, may produce 
a sudden, violent, lightning-like stab in the pre- 
cordia caused by the marked spasm of the heart 
muscle. In the mild forms the patient describes 
this sensation as “a shock,” “‘a skip” or “that the 
heart turns over.” 

Neuralgia (intercostal, brachial or cervical) is 
not affected by effort. The pain is persistent and 
usually follows, to some extent at least, the path- 
way of the nerves. 

Any type of root pain may be mistaken for pain 
of cardiac origin. Among the common conditions 
affecting the posterior roots are hypertrophic 
arthritis, tuberculosis of the vertebra, cord tumor 
and cervical tabes. In these cases, the pain may 
radiate to the front of the chest so that the 
patient is more conscious of the pain in the region 
of the precordia than elsewhere. In other in- 
stances, it is felt as a severe pain deep in the chest 
behind the heart and terrifies the patient as the 
degree of pain may be very severe. Any tumor 
mass in the mediastinum may give similar root 
pain or pain by direct pressure on the neighbor- 
ing structures. 

A patient with precordial pain will either make 
a diagnosis for himself of angina pectoris or “gas 
on the stomach.” It is quite true that an exces- 
sive amount of gas in the stomach or intestines 
will give precordial pain by displacement of the 
diaphragm. However, no ordinary amount of 
gas will produce this condition and when it does 
cause precordial distress the pain is vaguely 
located in the epigastrium and lower precordia, 
does not have the usual radiation, is not affected 
by effort and is not relieved by the patient being 
perfectly quiet. 

No part of the heart or circulatory apparatus 
can escape the ravages of syphilis. The aorta, 
of course, has a strange predilection to that af- 
fection but the myocardium itself is also com- 
monly involved. When the aorta is involved 
the symptoms are usually those of aortitis, an- 
eurysm or angina but when the myocardium itself 
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is affected one usually encounters signs of some 
degree of heart failure. Recently, I have had 
two cases of paroxysmal tachycardia caused by 
syphilis in which cases the nervous mechanism of 
At this point, I 
wish to warn against the routine use of neoars- 


the heart seemed to be involved. 


phenamine or arsphenamine in cases of cardiac 
syphilis. A positive Wassermann is not always 
an indication for the use of these preparations. 
As a matter of fact, when one suspects syphilis 
of the circulatory apparatus it is a direct contra- 
indication to the use of arseno-benzol compounds. 
Treatment in these cases depends on the use of 
iodides, mercury and bismuth. Not infrequently, 
acute heart failure will follow the use of intra- 
venous arsenic in syphilitic hearts. Only recently, 
Dr. Paullin, of Atlanta, reported a series of cases 
the Southern 
Miami in which he described instances of sudden 


before Medical Association in 


death in such cases. I have under my care at the 
present time a young man clinically presenting 
symptoms of paroxysmal tachycardia. His fam- 
ily physician discovered a 4 plus Kahn and gave 
him six injections of neoarsphenamine at inter- 
vals of seven days. Following this course of 
treatment, he had less lassitude and a better appe- 
tite but he complained of substernal oppression 
and distress on the slightest exertion for the first 
time. 

It is certainly not easy in many instances to 
make a diagnosis of functional heart pain. In 
hypochondriacs and neurasthenics, where the 
most detailed study of the case reveals nothing 
to suggest organic disease of the heart and when 
the pain skips about from one part of the body to 
the other, one can be almost certain that the pain 
is functional. Not infrequently one can trace 
the origin of precordial pain in a nervous patient 
to a friend or relative who is actually suffering 
with heart disease. When a careful examination 
and reassurance gives relief it unquestionably is 
Pain of a functional type is usually 
“a dead, dull ache” 
It does 


not organic. 
described as “a heavy feeling, 
or “an occasional lightning-like stab.” 
not hold the patient in a fixed position and is 
usually not affected by effort or by rest. Func- 
tional pain is seldom substernal but is localized 


” 


near the apex of the heart. In some instances 
of hyperthyroidism the aggravated action of the 
heart will give rise to precordial distress. Such 
discomfort is functional in one sense of the word 
but is actually initiated by organic disease in 


another organ. Hypothyroidism is not infre- 
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quently a cause for heart failure but I have never 
seen it cause heart pain. 

There is a group of atypical cases that have all 
the earmarks of being functional, patients that pre- 
sent no evidence whatever of organic disease and 
yet unexpectedly die as do those with advanced 
disease of the heart or coronary arteries. For- 
tunately, this is a very small group of cases. Every 
physician has seen such cases and will continue 
occasionally to see them. There is no method of 
examination, including the electrocardiograph 
that can entirely prevent mistaken diagnoses in 
these cases. 

When greatly puzzled over any uncertain heart 
case, one sometimes feels that an electrocardio- 
gram would clear up the situation. In a few in- 
stances this is true but I know many prominent 
internists who very seldom use this apparatus. It 
is the last link in the chain of evidence that one can 
obtain from the patient. In some instances, it 
verifies a clinical diagnosis while in other instances 
it gives suggestive findings which leave one more 
uncertain than he had been before. Over a period 
of four years I had electrocardiographic tracings 
made on every heart case that came on my service 
and from that experience I feel that one can prac- 
tice very good medicine without the use of such 
an apparatus and that the absence of the apparatus 
does not prevent one from handling a heart case 
in a very intelligent manner. No mechanical 
apparatus can be substituted for judgment and 


experience. 





LOCAL ANESTHESIA IN 
TONSILLECTOMY 
Rurus J. Pearson, M.D., 
Miami. 

It has been my custom for several years when 
discussing anesthesia with prospective patients 
and their parents to advise local anesthesia for 
adults and children past the age 14 or 15 years. 
It is surprising to me how many people are will- 
ing to be put to sleep for an operation and in 
many instances without knowing anything about 
who the anesthetist is and very little about the 
surgeon who recommends or engages him. I find 
that most of my tonsillar patients, when they first 
begin to talk about this matter, say they must be 
put to sleep for the operation. Their reasons 
usually are, that they are very nervous and afraid 
that they cannot be still and may cause the oper- 
ator to do something he should not do. Another 
reason is that they simply cannot stand pain and 


they can scarcely conceive of an operation being 
done without pain. 

To my mind, the local anesthetic for the adult 
is decidedly preferable. There is practically no 
pain and when the operation is finished the patient 
has no nausea or vomiting and no more pain fol- 
lowing the operation than they would have had 
following a general anesthetic. My method of 
tonsillectomy in local work is always the blunt 
dissection. I find it much easier to locate the 
outline of the tonsil after a local anesthetic has 
been injected. This is particularly true if the 
tonsil is embedded or tightly adhered to the pillars 
as a result of old inflammations. It is much 
easier to dissect out with the patient in the sitting 
posture and with his cooperation than to have him 
asleep and in the recumbent position. I am able 
to get all the tonsil separated from the pillars and 
in most instances can remove all of it at one clip 
with the snare. If I do not get all of the tonsil 
at the first clip, then I am never quite sure whether 
I am getting tonsillar tissue or muscle tissue and 
my rule is to do all my dissection before attempt- 
ing to remove any part of the tonsil. 

It is my custom to use novocain and adrenalin, 
the latter to control bleeding, this being used in a 
very weak solution. If the tissues are too greatly 
blanched, bleeding will result and if patients are 
going to bleed I certainly want them to do it before 
leaving the operating chair or table. 

Both tonsils are injected before beginning the 
operation for sometimes the patient will get ner- 
vous and want you to stop after one tonsil has 
been removed. If the other one has not been 
anesthetized it is sometimes difficult to get the 
patient’s consent to proceed with the operation. 
It is not a good plan to ask patients if you are 
hurting them for if you are they will be sure to 
let you know. Besides, you know how it is when 
the dentist asks you if he is hurting. You always 
tell him “yes” or “not much” or “a little’, or some- 
thing to that effect. 

I usually have my suction machine handy and 
use it just as I do in general work and, if neces- 
sary, tie off any suspicious bleeding points. In 
this, I believe, it is a little more difficult than if the 
patient were asleep. 

There are many patients who are suffering from 
high blood pressure, kidney and heart lesions and 
in such cases I refuse to do a tonsillectomy unless 
it is done with local anesthesia. There is also 
the patient who has had part or all of his teeth 
removed and this makes it almost impossible to 
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use a mouth gag satisfactorily if the patient is 
asleep. Under local anesthesia, however, the 
difficulty is negligible. 

Almost without exception, the patient returns 
to his room in as good condition as when he left 
it and usually expresses himself as being greatly 
pleased with the method used. There is little 
shock and the patient requires less after-care than 
if he had been given a general anesthetic. 

Several times I have had occasion to do a local 
tonsillectomy and a general tonsillectomy in the 
same morning and by afternoon the one on whom 
the local was done is always ready to go home, 
but the one that had the general anesthetic never 
wants to leave the hospital. I might say at this 
point, however, that it is not a bad plan to have 
all of them spend the night in the hospital, for you 
can never be too sure that you will not have bleed- 
ing some time during the first 24 hours after 
operation. 

You sometimes find a patient with such a sen- 
sitive throat that it is impossible to work satis- 
factorily in the throat. To eliminate this I spray 
a weak solution of cocaine in the throat and on 
the tongue and after some ten or fifteen minutes 
it is usually possible to proceed with the injection 
of the anesthetic and the operation without fur- 
ther trouble. 

It is my custom not to permit the patient to 
have breakfast on the morning of the operation 
for the full stomach tends to make him gag and 
vomit more readily than if the stomach is empty. 
I have about reached the point when if the patient 
begins to vomit up food that I know was eaten for 
breakfast after having had strict instructions to 
the contrary, I do not operate that day but send 
him away to return another day. 

There have been a few instances where I have 
done this work under local anesthesia when after 
I had started I realized that it would have been 
better to have given a general. Only in one in- 
stance have I ever had to change from a local to 
a general after injecting the anesthetic and even 
then I had about as much trouble with the patient, 
I believe, as I would have had if I had gone on 
with the local anesthetic. 

In anesthetizing the tonsil I use only about 
four or five punctures, depending on the size of 
the tonsil, the points of insertion being between 
the pillars and tonsillar tissue and at the upper 
and lower poles. This will usually bring out the 
line of cleavage between the pillars and tonsils 
and enables me to follow this line with my dis- 


sector. 


INTRASPINAL BLOCK* 
R. A. Wootsry, M.D., 
St. Louis, Mo. 

Spinal anesthesia has been in the making for 
the past forty-five years. 

Corning, a neurologist, in 1885, in an attempt 
to relieve a severe neuritis by an injection of co- 
caine about the nerve roots, accidentally deposited 
some of the fluid in the spinal canal, getting quick 
relief from the pain. He found that the patient 
was not able to move his legs, and had lost ail 
sensation below the injection. His first thought 
was that he had bungled, and produced a com- 
plete paraplegia. This entire picture cleared up in 
a few hours. The accident, however, was respon- 
sible for the investigation of spinal cord block as a 
surgical anesthetic. 

Beir, in 1898, used cocaine dissolved in spinal 
fluid in a large number of cases, but found the 
immediate and after-effects highly unsatisfactory, 
quitting his investigations on the ground of its 
being entirely too dangerous, until such time as 
a substitute for cocaine with less toxicity be found. 

Einhorn, in 1904, in his laboratory experiments, 
worked out a formula he called novocaine, which 
proved to be very much less toxic than cocaine. 
This gave spinal anesthesia a new impetus. Many 
investigations were carried on with rather indif- 
Deaths, 


ferent results. vascular disturbances, 


headaches, dizziness, ete., were very discour- 
aging. 

In 1925, Chen, a Chinese student at the Uni- 
versity of Wisconsin, rediscovered an old Chi- 
nese drug known as ephedrin. 

Ockerblad and Dillon, in 1927, found that with 
the use of this drug before spinal injection, the 
blood pressure was stabilized throughout the 
operation, thus removing a grave element of 
danger in the procedure. 

Labat, Babcock, Koster and Pitkin, through a 
large experience, have developed techniques that 
have put the method on a firm foundation. There 
are two definite methods, that of Labat, and that 
of Pitkin. Both are satisfactory. 

Labat uses an intramuscular injection of ephe- 
drin five minutes before the spinal injection of 
novocaine crystals dissolved in the spinal fluid 
and controls the degree and level of the anesthetic 
by the amount of novocaine used and the amount 
of spinal fluid removed, the amount to be removed 


depending largely on the spinal fluid pressure, 


*Read before the 11th Annual Meeting of the Florida 
Railway Surgeons’ Association, Pensacola, May 5, 1930. 
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which is in proportion to the blood pressure. The 
diffusibility is in inverse proportion to the fluid 
pressure. 

Pitkin, in his experiments, produced a solution 
that he called spinocaine. The novocaine plus 
strychnine is suspended in an alcoholic starch so- 
lution which is non-diffusible and is lighter than 
spinal fluid. The anesthetic level is controlled by 
the patient level, plus, in high anesthesias, a pro- 
cedure known as barbatoge, which has to do with 
mixing the spinocaine with spinal fluid through 
the withdrawal and return of spinal fluid several 
times during the course of the injection. Five 
minutes previous to the spinal injection, ephedrin 
with novocaine is injected at the site of the spinal 
tap. He employs two solutions in ampoules to 
produce what he calls controllable spinal anes- 
thesia. 

Ephedrin-novocaine contains in each lc.c. am- 
poule ephedrin hydrochloride, 5% and novocaine, 
1%. 

Spinocaine, in each 2 ¢.c. ampoules, contains 
novocaine 200 mgs., strychnine sulphate 2.2 
mgs., in a special solvent of alcohol and water, 
with the addition of a starch combination that 
floats on top of the spinal fluid like the air bubble 
of the spirit level. 

Introduced at the second lumbar interspace, 
Trendelenburg position, 15 degree tilt, the spino- 
caine reaches the lowest part of the canal and 
anesthetizes to the pubic level only. On the other 
hand, using the same interspace in a sitting posi- 
tion, the solution reaches the cervical region in 
ten seconds, as can be shown by coloring the so- 
lution methelyn blue. 

The Pitkin technique calls for the prone posi- 
tion, the anesthetic level being controlled by the 
position of the table. 

Ephedrin and strychnine preserve the vaso- 
motor balance. Hypotension, shock, etc., call for 
more ephedrin. The Trendelenburg position re- 
duces blood pressure. 

Koster, in his series of 4,500 cases, reports 
250 blood pressures so low during the operation 
that the manometer would not register. Experi- 
ence has taught him that if the Trendelenburg 
position is maintained, the pressure will ulti- 
mately return, and no ill effects will be occasioned. 

During the past two years, we have used the 
Pitkin method in 90% of our cases of surgery 
below the diaphragm. During the early periods 
of its use, we met with occasional failure due to 


faulty technique. 


We found occasionally, in the upper abdominal 
work, such as gall-bladder and stomach, that a 
pull on the mesentery produced nausea. This 
was overcome by intravenous sodium amytal, 
which is now used routinely in upper abdominal 
surgery, being introduced after the anesthesia 
has been induced and the operation started. This 
drug is an antidote to novocaine and, if used be- 
fore the introduction of the solution into the spinal 
canal, the anesthetic is a failure. 

Preceding the operation, the patient is given 
luminal gr. 1% by mouth, insuring a good night’s 
rest, pantapan gr. 1/3 and hyoscin gr. 1/100 
are given one hour before the operation. Before 
the spinal puncture, the table is cranked to the 
proper tilt, depending on the level of anesthetic 
desired. The patient is placed in the proper po- 
sition to keep the spine from sagging or rotating, 
with an acute bowing of the back, that the needle 
may be introduced into the canal at right angles to 
the skin. 

Before attempting the spinal puncture, the skin 
and intraspinal ligament are anesthetized with the 
ephedrin and novocaine solution, using a very 
sharp small gauge needle and projecting the so- 
lution ahead of the needle. After allowing five 
minutes for the absorption of the ephedrin, the 
puncture may be made without pain by using the 
field already anesthetized. The needle should be 
of small gauge with a 45 degree beveled point to 
prevent the possibility of the lumen extending 
both intradural and extradural and allowing the 
spinal fluid to leak into the extradural tissue. A 
large needle, when withdrawn, would leave a hole 
in the dura that would not entirely close, also 
causing a leak. 

The escape of spinal fluid into the tissues causes 
headaches. Morphine produces nausea. Both 
are controlled by Trendelenburg position. The 
patient’s bed is lowered to normal level three 
hours after operation. Ten grams of sodium 
veronal by mouth 1% hours before operation will 
eliminate convulsions, due to faulty injection of 
novocaine into venous-plexus around the cord. 

There appears to be no contraindications to 
this method of anesthesia except in. cerebellar 
neoplasms. Heart and kidney complications are 
practically disregarded. Cases of blood pressure 
as low as 90/65 and as high as 220/134, have been 
operated without hesitancy on our part. 

Spinal anesthesia, given properly, is sure, safe 
and comfortable both to the patient and the sur- 
geon. It has‘all of the advantages of inhalation 
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anesthesia and none of its disadvantages. Pain 
is controlled and relaxation is complete. Lack 
of pain and nausea, early intake of fluids and 
foods shortening the convalescense make for bet- 
ter anesthesia. 

It is our opinion that this method of anesthesia 
will supplant inhalation anesthesia in the large 
medical centers because of the operative and post- 


operative advantages, when properly given. 





A DISCUSSION OF GENERAL PRIN- 
CIPLES UNDERLYING DIAGNOSIS 
AND TREATMENT OF FRACTURES* 

J. S. Turpervitie, M.D., 

Century. 

I take it for granted that all know what is meant 
when we speak of fractured bones. Therefore, 
I will not attempt a definition. 

The principles underlying the diagnosis and 
management of fractured bones are essentially 
mechanical. As the skeleton is the framework of 
the body, and a locomoting frame, the parts are 
movable. These movable parts are activated by 
muscles which act as pulleys. A great many of 
the muscles almost have a parallel pull, certainly 
in many a very slight oblique pull. This tends 
in most of the long bones to cause over-riding, 
and shortening when fractures are complete and 
bowing when incomplete. Further the bones of 
the lower extremities, pelvis, and vertebrae in 
addition to the function of mobility are weight- 
bearing structures and this factor must be con- 
sidered in their treatment when broken. 
that are parallel and attached to each other, when 


Zones 


broken singly, do not as a rule override or become 
greatly displaced. As the skull and vertebrae 
contain the brain and spinal cord, fractures of 
these are particularly important from the stand- 
point of injury to the enclosed structures and 
emerging nerves. Fractures about the joints 
often damage the synovial membrane and cause 
adhesions of the opposing surfaces ; therefore, a 
principle in treatment of these is to keep the joint 
surfaces separated as much as possible until heal- 
ing has taken place. The larger the bone the longer 
it takes to unite. Fragments of bone as a rule 
should not be disturbed, unless it is to bring them 
in closer contact with the main body. This is 
particularly true of the skull where it is often 
possible to replace fragments completely detached 


and get perfect union. The pericranium and en- 


*Read before the 11th Annual Meeting of the Florida 
Railway Surgeons’ Association, Pensacola, May 5, 1930. 


docranium do not reproduce defects in the skull; 
therefore, the importance of preserving and using 
fragments to fill defects is obvious. ‘There are 
but few of the bones that can be held immobile by 
external appliances and at the same time preserve 
the integrity of blood and nerve supply. Really, 
perfect immobilization is not necessary. ‘T'rac- 
tion and suspension with very little fixation is 
perhaps the best practice in fractures of the 
femur, pelvic bones and humerus. Internal fix- 
ation is ideal anatomically, but cannot be accom- 
plished without trauma to the soft parts, and there 
is always liability to infection. Besides there is 
no device that can be employed that does not pro- 
duce more or less damage to the bone from pres- 
sure. Therefore, the device often fails to hold 
the parts, or may by its presence, or by too com- 
plete fixation, cause non-union. 

I think that there are very few instances where 
operative treatment is necessary. Perhaps oblique 
fractures of the tibia, fractures of both bones of 
the forearm where you cannot get the radius in 
line ; transverse fracture of the femur, in angu- 
lation or in great shortening; fractures of the 
vertebrae that produce spinal cord compression ; 
depressed fractures of the skull, or those accom- 
panied by intra-cranial pressure; dislocated or 
badly fractured astragalus; and fracture of the 
patella in which there is much separation, should 
be operated upon. The indications are absolute for 
those mentioned of the skull, astragalus, knee cap 
and vertebrae, the others often debatable. 

The X-ray has not been an unmixed blessing 
in the treatment of fractures. Failure to recog- 
nize its limitations, errors in interpretations, and 
errors in technique, have led to over-treatment in 
many instances, by those over-zealous for perfect 
X-ray anatomic restoration, or on the other hand 


to no treatment at all where no fracture was 
demonstrated, often in spite of disability that 
could not be explained in any other way. How- 


ever, I think the X-ray is an indispensible adjunct. 
At this point I wish to urge that every one use 
We 


have been led astray by the preaching of those 


his own mind and skill in treating fractures. 


who have become fanatics on the subject of 
standardization. Many of these think that frac- 
ture of the lower extremity cannot be treated 
manufactured overhead frames or 
Thomas splints. The 
well understood and carefully watched, can be- 
come an instrument of the greatest torture as well 


The overhead frame 


without 
Thomas splint, unless 


as of the greatest damage. 
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can be fabricated in a few minutes from some 
scantlings with saw, drawing knife, vice, hammer 
and nails. 
tained with automobile inner tubes. 

The light, well padded, well fitted, elastic board 
splint, is often the very best device one can use 
sasily applied, 


Traction and suspension can be main- 


on certain fractures. It is 
easily removed and lends itself easily to the 
principles of wedging fragments into position. 
Every fracture should be studied under the fluo- 
roscope by gentle manipulation, into different po- 
sitions to see which one brings the fragments into 
their proper relationship. 

To be sure, a knowledge of the anatomy of the 
part is necessary. Take fractures of the elbow 
joint. The supracondylar variety with perios- 
tium intact posteriorily (those that are usually 
produced by hyperextension) are usually best 
treated by acute flexion or Jones’ position ; those 
that are produced by falling with the arm under 
one, and the periostium intact on the inner or 
anterior aspect will usually have the deformity 
exaggerated by acute flexion, and here the frag- 
ments are best maintained by treatment in exten- 
sion with wedges on either side to prevent lateral 
deviation. Fracture of the olecranon process is 
usually best treated in extension, but if the line 
of fracture is low enough to leave all the sigmoid 
cavity on the upper fragment, dressing in exten- 
sion will increase the deformity, by causing the 
lower fragment to slip forward past the articular 
surface of the humerus. However, if you flex 
the forearm or the arm the soft tissues in front of 
the elbow will act as a fulcrum and bring the 
fragments in much better position. 

If the mechanics, in all fractures that are pro- 
ducing the deformity are well understood, usually 
a way can be found to at least partially overcome 
this, and get a satisfactory functional result. 
Often the displacement is not due to muscle pull 


Here 


gentle traction and awaiting the abatement of the 


so much as to swelling of the soft parts. 


swelling, is the very best treatment, whereas 
forcible replacement, before the swelling has dis- 
appeared, would lacerate the thickened edematous 
structures, and perhaps bring about disability 
much greater than that due to the boney deform- 
ity. In conclusion, I will say that in our desire 
for anatomic restoration, we should never forget 
blood vessels, nerves, muscles and contiguous 


joints. 


DISCUSSION 
Dr. R. A. Woolsey, St. Louis: 


I heartily congratulate the essayist upon his 
interesting and valuable paper. It is both prac- 
tical and denotes common sense. 

To be a successful bone surgeon, one must not 
only know his anatomy but he must also be pos- 
sessed with a mechanical turn of mind. In sur- 
gery a fracture means the breaking of a bone or 
cartilage. Our objective should be as complete a 
restoration as possible to normalcy in bone and 
function of the injured member. To obtain these 
we should always bear in mind the relation of bony 
parts, their functions, etc. 

Every one should perfect himself in the exam- 
ination of normal limbs by the ordinary methods 
The 
examination of a fractured limb for deformity, 
abnormal mobility, and crepitus will then become 
more of a routine procedure, and the X-ray will 
then occupy its true position of confirming and 


of inspection, palpation, and mensuration. 


amplifying a diagnosis previously made by other 
methods. It is not only essential to have a knowl- 
edge of the body landmarks, etc., of the normal 
limbs, but of the appearance of the various bones 
and joints at all ages. 

Examination with the X-ray has added more to 
our knowledge of fractures than all other methods 
combined. There are three general points which 
may well be borne in mind by every one who sends 
a patient to have an X-ray examination made. The 
first point is that a negative examination with the 
fluoroscope should, if possible, be confirmed by 
a radiograph, since fractures with slight dis- 
The 


second point is the necessity of making radio- 


placement may not be apparent to the eye. 


graphs in both antero-posterior and lateral planes, 
in order to show how much deformity exists in 
both directions. The third point is this, that many 
cases of supposed sprain will be shown in a good 
radiograph to be cases of fracture. 

Treatment: Successful treatment of any frac- 
ture accomplishes three things : 

1. Reposition of the fragments ; 2. Immobility 
of the fragments ; and 3. Restoration of function. 

These ideal results may be accomplished by 
whatever apparatus you are most familiar with, 
By all 


means use the splint or apparatus that you can 


and can be most comfortably applied. 


best apply. 
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TECHNICAL EXHIBITS 

Prior to 1929, the technical exhibits for our 
annual meetings were arranged for by the enter- 
tainment committee of the medical society and all 
proceeds obtained therefrom were used in assist- 
ing to defray expenses incident to the entertain- 
ment of the state meeting. In most instances, 
the members of the county society which arranged 
these exhibits were inexperienced in handling 
such affairs and could not give the time to the 
work which was necessary. As a rule, no effort 
was made to obtain exhibits until a few weeks 
or days prior to the meeting date. As a result of 
this, there were very few exhibitors. In some in- 
stances, firms which were not considered of the 
highest ethical standing were permitted to exhibit. 
The income from the exhibits, under this plan, 
was quite small. 

In 1928, the executive committee of the Flor- 
ida Medical Association decided that it would be 
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best for the business office of the association tc 
arrange for and handle the technical exhibits for 
our annual meeting and that approximately two- 
thirds of the revenue accruing from these exhibits 
would be turned over to the entertaining society 
for the purpose of defraying entertainment ex- 
penses, and the remaining one-third would be 
turned over to the state association to defray ex- 
penses incidental to arranging for such exhibits. 

At the 1929 meeting in St. Augustine, this plan 
of operation was put into force. A definite rate 
was made for floor space, booths were built, ex- 
hibitors were contracted for well in advance of 
the meeting. As a result of this arrangement, 
the revenue derived increased nearly two hundred 
per cent. Information has just been received 
from the Escambia County Medical Society that 
its pro rata revenue receipts from exhibits at 
the Pensacola meeting this year entirely paid for 
entertainment expenses. It would seem that put- 
ting the technical exhibits on a business basis is 
well worth while for the association. 





ANNUAL SESSION AMERICAN 
MEDICAL ASSOCIATION 

The meeting of the American Medical Associa- 
tion, held in Detroit June 23-27, was extraordi- 
nary, as evidenced by the material available in the 
fifteen scientific sections. Bye-the-bye, it may be 
of interest to state that the climatic conditions in 
Florida are very preferable to those of Detroit— 
believe it or not. 

Needless to say, space will not permit a detailed 
report of any organization of the size of the 
American Medical Association. ‘The Association 
now has more than ninety-nine thousand mem- 
bers, five thousand of which were registered in 
Detroit. ‘There were more than one hundred fifty 
technical and quite as many scientific exhibits 
combined in the Masonic Temple, together with 
the scientific assembly. 

The Michigan State Medical Society provided 
a past presidents’ dinner which was given exclu- 
sively for the officers and members of the House 
of Delegates. ‘The House of Delegates and the 
various other functions attended were of much 
interest to your representative. 

As stated in the Journal, ‘The meetings of the 
House of Delegates were marked primarily by 
the demonstration of confidence in the Board of 
Trustees and by special interest in the economic 
problems affecting the progress of medicine today. 
Thus, resolutions concerning the care of Vet- 


erans’ legislation, federal aid on maternal welfare, 
mental hygiene and similar problems dominated 
the picture. It is significant that the resolution 
concerning aid for Veterans adopted by the House 
of Delegates was specifically referred to by the 
President of the United States in his message 
vetoing the Veterans’ Bill.” 

By volume, the Florida Medical Associa- 
tion was not adequately represented. The medical 
records show that there are sixty-seven counties in 
Florida, twenty-one of which are not organized, 
and that there are seventeen hundred seventy phy- 
sicians, with ten hundred ninety-three belonging 
to the Florida Medical Association and only five 
hundred forty-eight Fellows of the American 
Medical Association. The State Association is, 
therefore, entitled to two representatives in the 
House of Delegates. Only one alternate was in 
attendance at the Detroit session, as was the case 
in Portland, Oregon, in 1929. 

Therefore, may this opportunity be taken to 
recommend to the several county societies as well 
as to the state organization that each and every 
eligible physician in the state be solicited and urged 
to become active members of their county and 
state societies and Fellows of the American Med- 
ical Association, for the good of the individual 
and of organized medicine in general. 

Further, may it be recommended to the House 
of Delegates of the Florida Medical Association 
that inasmuch as the representative is of much 
importance only after having had an opportunity 
of attending this body for a number of years, that 
representatives be elected who will attend and 


continue in attendance for a long period of time. 
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Dr. Lloyd J. Netto of West Palm Beach re- 
cently returned from Atlantic City, where he at- 
tended the national Kiwanis convention. He re- 
turned by way of Nashville, where he visited the 
Haggard Clinic and Vanderbilt Hospital. 

x * * 

Weekly clinico-pathological conferences have 
been inaugurated by the directors of the divisions 
of medicine and surgery at the Tampa Municipal 
Hospital. Surgical Division conference is held 
Monday noon and Medical Division conference 


is held Thursday noon. Visitors are welcome. 
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The regular quarterly meeting of the Florida 
Dermatological Society will be held in Tampa 
September 21. Dr. C. A. Andrews of Tampa is 
chairman of this Society and Dr. J. Frank Wilson 
of Jacksonville is secretary. 

, * x : * 

Dr. Banks H. Goodale and family, of Jackson- 
ville, have returned from Jacksonville Beach, 
where they spent a pleasant vacation. 

sa 

Dr. A. M. Steen, who has practiced in Palatka 
for a number of years, has recently given up his 
practice and returned to his former home in New 


Jersey. . + @ 


Dr. J. T. Denton, of Sanford, recently returned 
from Saluda, North Carolina, where he attended 
the Southern Pediatric Seminar. Dr. Denton 
reports that approximately eighty doctors were 
registered for the course and that the lectures and 
clinics were most successful ones. He also states 
that there was an excellent representation from 
Florida. Following the Seminar, Dr. and Mrs. 
Denton visited in Asheville and Washington. 

. & < 

Dr. D. C. Main, of Crescent City, will spend 
the months of August and September vacationing 
Seach and his plantation near Po- 

s ££ @ 


at Daytona 
mona. 


Dr. O. G. Kendrick, of Tallahassee, spent the 

month of June attending clinics in New York. 
* * * 

Dr. and Mrs. H. Quillian Jones of Ft. Myers 
recently returned from a motor trip to Chicago, 
where Dr. Jones attended the national Rotary con- 
vention, following which he attended the Amer- 
ican Medical Association meeting at Detroit. 

i 

Dr. Harry F. Watts of Ocala recently returned 

from a two weeks’ visit to clinics in New York. 
x * x 

Dr. E. J. Melville and family of St. Petersburg 
are spending the summer at their country estate 
at Melville’s Landing on Lake Chamberlain, near 
St. Alban’s, Vermont. 

¢ ¢ @ 

The July meeting of the Brevard County Medi- 
cal Society was held at Hotel Dixie, Titusville. 
Guests at the meeting were: Dr. J. Ralston Wells, 
Daytona Beach, district councilor, and Dr. W. A. 
Claxton, district health officer. Papers were read 
by Dr. I. M. Hay of Melbourne and Dr. W. J. 
Creel of Eau Gallie. 


Dr. C. Gordon Merrick has recently returned 

to Ft. Myers, where he expects to practice. 
2 © 

Dr. E. G. Peek of Ocala has returned from a 
business and pleasure trip to Washington and 
others points in the East. 

* K * 

Dr. J. C. Collins of Orlando has been seriously 
ill for some weeks past. 

* * * 

Dr. J. B. Dowling of Alliance was married to 
Miss Mary Horn, Alliance, on June 20, 1930. 

x Ok Ok 

The obstetrical lectures given by Dr. McCord 
of Emory University to the members of the Ma- 
natee and Sarasota County Medical Societies dur- 
ing the month of July were well attended. 

ee 6 

Dr. E. G. Lindner of Orlando is spending a 
month in Pennsylvania. 

* * * 

Drs. Frank Gray and C. D. Hoffman and fam- 
ilies of Orlando are spending the month of Au- 
gust at Daytona Beach. 

x Ok OF 


The Hernando General Hospital has been 
moved to 504 Howell Avenue, Brooksville. 
* > 2 

The following Florida doctors attended the 
Southern Pediatric Seminar recently held at Sa- 
luda, North Carolina: P. W. Besenbruch, Daven- 
port ; Reddin Britt, St. Augustine ; J. R. Chandler, 
Daytona Beach; Geo. A. Dame, Inverness; J. T. 


Denton, Sanford; B. D. Epling, Lake Wales; 


T. C. Kenaston, Cocoa; $. A. Lindsey, It. Meade ; 


H. E. McMurray, Tampa; W. E. Sinclair, Orlan- 
do; Gordon Stanton, Hastings, and $. C. Wood, 
Leesburg. 

* * * 

Dr. E. T. Craney of Orlando is spending two 
months in the North, attending clinics in various 
cities. 

i o.. 

Dr. Leland H. Dame of 
doing post-graduate work in New Orleans. 

e & * 


Inverness has been 


Dr. Lydia Woerner of Interlachen died July 
3rd of apoplexy. Interment was at Interlachen 
July 5th. 

x ok Ox 

Dr. John G. Lester of Lakeland is attending 

clinics in New York and Baltimore and expects 


to return by September Ist. 
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The following candidates passed the examina- 
tion given by the State Board of Medical Exam- 
iners held at Lakeland June 16 and 17, 1930: 
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The next examination by the State Board of 
Medical Examiners will be held November 10 
and 11, 1930, at Jacksonville. 


* OK * 


Dr. W. H. Watters of Boston and Miami has 
recently been re-elected president of the Massa- 
chusetts Medico-Legal Society. This society, 
which is the oldest of its kind in the country, is 
composed of official medical examiners of the 
state and those doctors and lawyers who are in- 
terested in medico-legal topics. 

$$ * * 

Dr. A. P. Harrison, until recently stationed at 
Tallahassee as district medical officer, is no longer 
with the State Board of Health. Dr. H. A. Mc- 
Clure of Chipley has been engaged to take his 
place and will begin work in the district about the 
middle of August. 

oe 2 

Dr. K. C. Thomas of Miami is spending the 
month of August visiting clinics in the North, 
after which he expects to join his family, who are 
summering in Erie, Pennsylvania. 

x ok Ok 
Dr. and Mrs. R. N. Burch of Miami announce 


the birth of a boy, July 19th. 


A called meeting of the Escambia County Med- 
ical Society for the discussion of group malprac- 
tice insurance was held July 15th. 

e#- 

Dr. Norman M. Heggie of Jacksonville re- 

cently returned from an extended stay in Balti- 


more. 
* *K * 


Dr. and Mrs. A. C. Walkup of St. Augustine 
recently returned from a vacation in the North. 
Dr. Walkup attended the meeting of the Amer- 
ican Medical Association held in Detroit. 

. *& 2 

Dr. Tom M. Palmer, son of Dr. Henry E. 
Palmer of Tallahassee, has recently located in 
Jacksonville and is specializing in pediatrics. 
Prior to coming to Jacksonville, Dr. Palmer was 
connected with the Pediatric Hospital at Balti- 


more. 
* * * 


Drs. W. S. Hancock of New Port Richey and 
L. T. Furlow of Brooksville recently attended 
a meeting of the Emory Alumni held in Atlanta. 

x * x 

Dr. and Mrs. Walter D. Webb and daughter of 
St. Augustine recently left by motor for a trip 
through the North and expect to be gone the re- 
mainder of the summer. 

* * * 

Dr. Ernest B. Milam of Jacksonville, president 
of the Jacksonville Kiwanis Club, has recently 
returned from Atlantic City, where he attended 
the national Kiwanis convention. 

*¢ @ 

There will be a meeting sponsored by the Gar- 
van Cancer Research Laboratory, held in the 
ballroom of the Belvedere Hotel, Baltimore, 
Maryland, beginning Monday morning, Septem- 
ber 15th, and ending Wednesday evening at 9 
o'clock. During these days there will be lantern 
slide demonstrations, with four lantern slides and 
screens, on the Diagnosis and Treatment of Dis- 
eases and Tumors of Bone. 

.'* @ 

Dr. Leslie Max Jenkins and Miss Martha 

Lynch McDowell of Miami were married June 


21, 1930. 


* * * 

Dr. and Mrs. Emil Lustig of St. Petersburg 

left recently for a two months’ visit with their 
daughter in Philadelphia. 
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The National Tuberculosis Association and the 
committee on the costs of medical care are en- 
gaged in a survey of the extent and character of 
preventive medical services in industry through- 
out the United States, with particular reference 
to physical examinations. 

They are at present endeavoring to obtain as 
many lists as possible of plants that are thought 
to have physical examinations or preventive 
medical services for their employees. To these 
companies, they are sending questionnaires to de- 
termine the nature of their medical service. 

They ask your cooperation in this survey. 
They will be grateful for: 

1. The names of any plants where workers are 

given physical examinations for employment 
or periodically thereafter. 


bo 


The names of physicians or medical organi- 
zations which contract with industrial es- 
tablishments to provide physical examina- 
tions for employees. 


3. Your prompt attention and cooperation in 
answering any questionnaires you may re- 
ceive from them. 


Please send any information to: Elisabeth Dub- 
lin, Research Fellow, National Tuberculosis As- 
sociation, 370 Seventh Avenue, New York City. 


* * * 


At the recent annual meeting of the National 
Board of Medical Examiners the following off- 
cers were elected: Waller S. Leathers, M.D., 
president; Everett S. Elwood, executive secre- 
tary; J. S. Rodman, M.D., medical secretary. 

In addition to the officers, eight new members 
were elected for terms of six years each. Three 
of these are representatives of the Federation of 
State Boards of Medical Examiners in the United 
States. They are as follows: T. J. Crowe, M.D., 
secretary, Board of Medical Examiners for the 
State of Texas; J. Gurney Taylor, M.D., member 
of the Wisconsin State Board of Medical Exam- 
iners, and J. H. J. Upham, M.D., dean of the 
Ohio State University College of Medicine and 
member of the Ohio State Medical Board. 

The remaining five members were elected at 
large. ‘lhey are as follows: Charles A. Elliott, 
M.D., professor of medicine, Northwestern Uni- 
versity Medical School ; William DeB. Mac Nider, 
M.D., professor of Pharmacology, University of 
North Carolina School of Medicine; Walter W. 


Palmer, M.D., professor of medicine, Columbia 
University College of Physicians and Surgeons ; 
E. D. Plass, M.D., professor of obstetrics and 
gynecology, The State University of lowa College 
of Medicine, and Charles R. Stockard, M.D., 
professor of anatomy, Cornell University Medi- 
cal College. 

In addition to the new members, Dr. Howard 
T. Karsner, professor of pathology, Western Re- 
serve University, was elected for a second term 
of six years to succeed himself. 

The constitution of the National Board of 
Medical Examiners was so amended at the annual 
meeting that its membership was increased from 
twenty-one to twenty-seven. The amendment 
provides that a total of fifteen memberships shall 
be representative and twelve elected at large. Six 
of the fifteen memberships are made up of the 
three surgeon-generals of the United States Ar- 
my, Navy, and Public Health Service, and of an 
additional number from the medical corps of each 
of these services. Five memberships are made 
up of representatives from the state boards of 
medical examiners. Prior to this the state boards 
have had only three members to represent them. 
Two of the representative memberships are from 
the Council on Medical Education and Hospitals 
of the American Medical Association, and two 
from the Association of American Medical Col- 
leges. [Except the memberships from the Feder- 
al services, the term of office is six years, and no 
member can have more than two consecutive 
terms. 

The reports of the officers of the board showed 
an increase of approximately ten per cent in the 
number of candidates taking the examinations 
during the past year as compared with the year 
previous. 

The number of state boards now recognizing 
the national board’s certificate total forty besides 
the territories of Hawaii and Porto Rico and the 
Canal Zone. Partial recognition is also granted 
the national board’s examinations by England, 
Scotland, Ireland and Spain. 

Examinations in Part I and II were scheduled 
and given in forty-one centers throughout the 
country; there being a total of 707 candidates 
registered for Part I and 337 for Part II]. Exam- 
inations in Part III, the clinical and practical ex- 
amination, were held in sixteen centers in June 
and July, with approximately 280 registered can- 


didates. 
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REPORT OF THE EIGHTH ANNUAL 
SESSION WOMAN’S AUXILIARY TO 
THE AMERICAN MEDICAL ASSOCIA- 
TION, DETROIT, MICH, JUNE 23-27. 

Mrs. J. Ratston WELLS. 

It is a difficult matter to make an accurate report 
of a convention the principal result of which was 
an intensifying of interest and a renewal of inspi- 
ration. From the moment one set foot in Detroit 
until the last farewell was said, information, inci- 
dent, and inspiration poured in so fast that even 
yet they have not been assimilated. The things 
that we may be able to accomplish together this 
year will be the best report that I can make. 

The actual work of the convention started with 
the meeting of the Executive Board on the after- 
noon of June 23rd. This meeting was very ably 
conducted by the President, Mrs. George H. 
Hoxie, Missouri. Routine business was quickly 
dispatched and a general discussion followed of 
the accomplishments and shortcomings of the 
component State Auxiliaries. The general fail- 
ure to answer letters promptly, or otherwise, and 
neglect in keeping accurate records were stressed. 
But the activities which had been sponsored and 
the results which had been accomplished by many 
states far outshone these. At the close of this 
meeting, the Auxiliary to the Wayne County 
Medical Society were hostesses at a tea, which 
was one of the most charming social affairs of 
the convention. 

The general business meeting on ‘Tuesday 
morning, June 24, was full of interesting reports. 
The splendid financial condition in which the 


retiring administration had left the organization 
was particularly noteworthy. With all bills paid, 
there was a balance in the treasury of over $1,500. 
With this on hand, and with an estimated income 
of over $2,000, the Budget Committee was able to 
make a businesslike report for the guidance of the 
incoming administration. 

After the adjournment of the general meeting, 
a delightful luncheon was served at the Hotel 
Tuller with many distinguished guests present. 
Greetings were spoken by Dr. Malcolm L. Harris, 
president, A. M. A.; Dr. William Gerry Morgan, 
president-elect ; and Dr. J. H. J. Upham, chair- 
man Advisory Council, A. M. A. Dr. Charles H. 
Mayo made the interesting address of the day. 

The afternoon was devoted to a trip to the Art 
Museum, where tea was served and a program 
of interpretative dancing was presented. 

At the meeting of Wednesday morning, June 
25, the president departed from the usual routine 
of State reports and substituted a worker’s con- 
ference in the real sense of the word. Outstand- 
ing achievements in different phases of the work 
were stressed. Missouri’s plan of health educa- 
tion in the schools, Kentucky’s catechism on med- 
ical and health laws of the State, a Mississippi 
county’s study of pure milk requirements, were a 
few of these interesting subjects. 

The post convention board meeting was held 
on the morning of June 26, with the new presi- 
dent, Mrs. J. Newton Hunsberger, Pennsylvania, 
in the chair. Suggestions for committee appoint- 
ments and plans for the coming year were the 
order of business. Florida was honored in having 
the efficient work of Mrs. Herrman H. Harris, 
Jacksonville, recognized by her appointment as 
a member of the National Hygeia Committee. 

In a quick summary of the aims of the organ- 
ization which seem outstanding results of this 
meeting, aside from the paramount one of social 
contact and friendship, I must lay particular 
stress upon self-education and education of the 
public. It is along these lines that I hope we may 
work this year in Florida, for the actual fruits of 
this inspirational meeting will be submitted to you 
later in the form of an active program. 

The Woman’s Auxiliary to the Medical Asso- 
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ciation of Florida was represented at the conven- 
tion by the president and one delegate, Mrs. Gor- 
don H. Ira, Jacksonville. ‘There were a few other 
florida women registered as guests, but your 
president was not able to make contact with them. 
The report of the Credentials Committee showed 
a total attendance of 79 delegates, 20 alternates, 
187 visiting members, and 98 guests. 

I could not close this account of the Detroit 
convention without a tribute to the Woman's 
Auxiliary to the Wayne County Medical Society 
for their efficient and charming handling of both 
business and social affairs of the meeting. Charm- 
ing welcome, delightful entertainment, and 
thoughtful consideration marked every phase of 
the activities for which they were responsible. 

It is time to turn our thoughts from the account 
of one convention to plans for another, the South- 
ern Medical Convention to be held in Louisville, 
Nov. 11-14. Each State is entitled to two dele- 
gates and two alternates, in addition to the presi- 
dent. The Executive Board will welcome any 
suggestions to fill these positions. 

The newly elected officers of the Woman's 
Auxiliary to the A. M. A. for the year 1930-1931 
are the following: 

President—Mrs. J. Newton Hunsberger, Norris- 
town, Pa. 
President-Elect—Mrs. A. B. McGlothlan, St. 

Joseph, Mo. 

Vice-Presidents— 

Mrs. Southgate Leigh, Norfolk, Va. 

Mrs. James Blake, Hopkins, Minn. 

Mrs. C. W. Garrison, Little Rock, Ark. 

Mrs. James F. Percy, Los Angeles, Cal. 
Treasurer—Mrs. F. L. Adair, Chicago. 
Recording Secretary—Mrs. A. T. McCormack, 





Louisville, Ky. 

Corresponding Secretary—Mrs. H. C. Podall, 
Norristown, Pa. 

Historian—Mrs. S. C. Red, Houston, Texas. 


‘ - --» 


Mrs. Wells announces the appointment of Mrs. 
Leigh F. Robinson of Fort Lauderdale as Chair- 
man of the Program Committee. 
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DRUG ADDICTS 


Drug and Alcoholic patients are humanely and success- 
fully treated in Glenwood Park Sanitarium, Greensboro, 
N. C.; reprints of articles mailed upon request. Address 








SITUATIONS WANTED 


Salaried Appointments for Class A physicians in all | 
branches of the Medical Profession. Let us put you 
in touch with the best man for your opening. Our 
nation-wide connections enable us to give superior 
service. Aznoe’s National Physicians’ Exchange, 30 
North Michigan, Chicago. Established 1896. Member 
The Chicago Association of Commerce. 
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| W. C. Ashworth, M.D., Owner, Greensboro, N. C. 




















TUBERCULOSIS ABSTRACTS 
A REVIEW FOR PHYSICIANS 
ISSUED MONTHLY BY THE NATIONAL TUBERCU- 


LOSIS ASSOCIATION 


— quite generally held by the public and 
all too often encouraged by physicians is 
that tuberculosis does not occur in old age. Osler 
called attention to the surprising prevalence of the 
disease in the aged, particularly in institutions. 
He noted that it is usually latent and runs a slow 
course, and that the diagnosis may easily be over- 
looked because of the emphysema and co-existing 
bronchitis which mask the symptoms of the under- 
lying tuberculosis. Ina recent article, Myers and 
Anderson epitomized the literature on tubercu- 
losis among older persons and reported 37 cases 
of frank pulmonary tuberculosis in men and 
women from 50 to 80 years of age. Abstracts 
from this article follow. 


TUBERCULOSIS AMONG THE AGED 


Tuberculosis in people between the age of 50 
and 90 years may be of ali types that are ordinarily 
seen in the earlier vears of life, but the chronic 
indurative and ulcerative types seem to predom- 
inate. Taubert found tuberculous caries, menin- 
gitis, and miliary disease, and Schurmann reported 
a recent primary complex, in addition to an old 
primary complex, in the lung of a man 72 years 
old. Fried reports a case 59 years of age with 
tuberculosis of the lung hilum, which resulted in 
death. 


SYMPTOMS AND PHYSICAL SIGNS 


Although anatomically the tuberculous proc- 
ess in the aged may be very extensive, it is clin- 
ically mild, and symptoms are frequently entirely 
absent. Night sweats, fever, and hemoptysis are 
rare. The patient may experience some dyspnea 
on exertion. Usually, there is cough of long 
standing, but expectoration is likely to be absent. 
In most cases, the symptoms are those commonly 
attributed to emphysema, chronic bronchitis, or 
cardiac changes. 

Physical signs also may be slight or absent; 
even rales are rarely elicited. Auscultation is 
difficult because the signs of emphysema over- 
shadow those of tuberculosis. The X-ray is a 
valuable aid ; in fact, it is often the only means of 
(Continued on page 92) 
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X-Ray and Clinical 
Laboratories 
OF DRS. LAKE AND AYERS 


A. J. Ayers, M.D., Director Laboratory of Clinical 
Pathology 


Wm. F. Lake, M.D., Director Laboratory of X-Ray 


Tissue examination, gross and micro- 


scopic, Blood Chemistry, Serology, 
Bacteriology and Metabolism. 


We are equipped to do all X-Ray and 
Laboratory diagnoses and X-Ray ther- 
apy. Containers and information fur- 
nished upon request. Reports tele- 
graphed when desired. / 


111 Medical Arts Building 
Atlanta, Georgia 


Approved by the Council on Medical Education and 
Hospitals of the American Medical Association. 











SUCCEEDING WALLACE-SOMERVILLE 
SANITARIUM, MEMPHIS, TENN. 


THE WALLACE 
SANITARIUM 


MEMPHIS, TENN. 


WALTER R. WALLACE, M.D. 
HUGH W. PRIDDY, M.D. 




























FOR THE TREATMENT OF 


DRUG ADDICTIONS, 








ALCOHOLISM, MENTAL AND 





NERVOUS DISEASES 





LOCATED IN THE EASTERN SUBURBS O7 
THE CITY. SIXTEEN ACRES OF BEAUTIFUL 
GROUNDS. ALL EQUIPMENT FOR CARE OF 
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COUNTY SECRETARY MEETINGS Dues 
SOCIETY Date | Time Place | Luncheon? Paid. 
RIRCRGR: 22600 ee nod da ~ 2nd Tuesday | 12:00 Noon |White House Yes. 88% 
Don §, Fraser, M.D., 
DOW sawssonees Panama City. 50% 
Brevard ...... i. Fo na noua 3rd Tuesday Varies | 91% 
Broward «-...| Ralph Hogeman: MD. [ond Tuentay | #:000M. [hameet COM | ng | 
Columbia...... T. y te gage Ist Monday. 7:30 P.M. |Blanche Hotel 73% 
E. N. McKenzie, M.D., . ; Club Room, . , 
7 eee Miami. ist Friday 8:30 P.M. Huntington Bidg. Occasionally. 82% 
— | —«_ 8:00 P.M. [Varies = |» 
Kenneth A. Morris, M.D. i Chamber of Com- No. 
Duval ......., Tacksonville. ” jist Tuesday 8:15 P.M. merce Building _ : 78% 
: J. M. Hoffman, M.D. ; Beard of Health No. 
Escambia ne ecuniin ; ist Tuesday 8:00 P.M. Building 89% 
: oe .D. 
Hamilton ..... J a ’ 100% 
. . T. Cowart, M.D. Ist and 3rd Tues- T Municipal 
“os ae J ’ ’ f ampa Municipa No. 
sanacade Tampa. days 8:00 P.M. Hospital ze 847% 
Jackson ....... “7 7 oe 2nd Tuesday 3:00 P.M. |Marianna No. 69% 
Lake ......0.- al a Ist Thursday 12:30 P.M. | Eustis Yes 100% 
ts eset = aay moe ED. lord Friday 7:30 P.M. ~~ sro No. 83% 
Leon-Gadsden- 
aie . B. Brinson, Jr., M.D., ‘ ‘ 
near J “nom Quarterly 3:00 P.M. |Varies Yes. 86% 
Jefferson ...... 
. Geo. O. Davis, M.D., 
Madison ..... a stg 29% 
: Ist and 3rd Tues. 
Manatee ...... && a aD, Oct. to May; 2nd! 7:00 P.M. | Dixie Grande Hotel Yes. 92% 
é Tues. May to Oct. 
Thos. H. Walli .D. 
MMEIOD. ....0:05% 2 a =m, 3rd Thursday 12:30 P.M. |Harrington Hotel Yes. 86% 
W. R. W M.D. 
Monroe ...... Key West. ms Ist Sunday 9:00 P.M. |Varies Yes. 
_ a oe ll, M.D. 
0 errr ee J Pe le i 3rd Wednesday 8:30 P.M. |Varies No. 81% 
meennaoars R. G. Lewis, M.D., 
Palm Beach ... W. Palm Beach. 2nd Monday 8:00 P.M. |Court House Yes. 76% 
Pasco- 
— ee. + a. D., 2nd Thursday 7:00 P.M. |Varies Yes. 87% 
a ee 
O. O. Feaster, M.D. - 500 Power & Light 
FCNRD 2.20% St. Petersburg. ‘ Every other Friday | 8:00 P.M. Bldg. ‘6 No. 81% 
Polk Herman Watson, M.D., |29d Wednesday in 2 
TE: issuances ee Lekelaud. Feb., Apr., June, 1:00 P.M. |Lakeland Yes 95% 
Aug., Oct., Dec. 
E. W. Warren, M.D. 
Putnam ....... Palatka. ”  |2nd Thursday 7:00 P.M. —— Yes 64% 
St. Johns ...... A. yy gue 3rd Tuesday 8:30 P.M. |Varies Yes 86% 
St. Lucie-Okeecho- ; a 
RiverMartin as pee gga 3rd Thursday 8:00 P.M. [Varies Yes. 100% 
Sarasota ...:. F.C. a M.D., 2nd Tuesday 8:30 P.M. |Varies Occasionally. 75% 
Seminole ...... J. T. tov M.D., 2nd Friday 8:00 P.M. |City Hospital 100% 
Sumter ....... Ww bent M:D., |2nd Tuesday Varies No. 100% 
Suwannee Ww. a 67% 
ae R. J. = M.D., Last Thursday 12:15 P.M. |Eldorado Cafe Yes 60% 
Volume © os<s0d . Ral Wells, M.D., 
aps. J Geoume —— as \2nd Tuesday 7:30 P.M. |Varies Yes | 87% 
Walton- TTP 
+o me A. G. hp cee M.D. /3rd Thursday 8:00 P.M. |Varies Occasionally. | 100% 
Washington- H. A. McClure, M.D., l 
Holmes ..... Chipley. | 56% 





NOTE—Secretaries 


: Please submit information to complete the above schedule. 
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making the diagnosis. The tuberculin test, as 
Krause says, is the only procedure which, un- 
assisted, can settle a diagnosis of tuberculosis, 
though only in a negative way. It should be 
done, therefore, in every case, for, if negative, 
tuberculosis may be confidently excluded. Tuber- 
cle bacilli should be searched for. Goldman and 
Wolff examined routinely the sputum of insti- 
tutional patients and found bacilli in 2% of 339 
aged people, none of whom was suspected of hav- 


ing tuberculosis. 


Age 70 years. Pulmonary tuberculosis diagnosed soon after attack 
of pneumonia 45 years ago. Roentgenograph taken July, 1928. 


THE DANGERS 

The aged patient himself has little to fear from 
the tuberculous condition, but the danger to his 
associates is great. Numerous cases of children 
having become infected and diseased through 
exposure to grandparents or other elderly mem- 
bers of the family are on record. The hazard is 
all the greater because usually tuberculosis is not 
suspected, and the usual precautions are not taken. 
A case is cited: 


Ina luxurious home in Paris, father and mother 
in the best of health and with excellent past his- 
tories, three boys, one after the other, almost at 
the same age, died of tuberculous meningitis. 
Investigation led to the governess, more than 60 
years old and a sufferer from chronic bronchitis, 
emphysema and asthma, which proved to be a 

(Continued on page 94) 








J. K. ATTWOOD, Pharmacist 


Wade Bidg., 1022 Park Street, 
JACKSONVILLE, FLORIDA. 


BIOLOGICALS TEST SOLUTIONS 
STAINS (MICROSCOPIC) 
PRESCRIPTIONS 


Out-of-town Orders Shipped by Return Mail 














MIAMI RETREAT 


For Invalids, Mental, Nervous and 
Addict Patients 


MIAMI FLORIDA 























Any one can make belts, but belts which 
give compression without uplift 
may do serious injury 


“STORM” The New 
“Typ 


Supporter 


Pleases doctors 
and patients. Long 
laced back. Soft 
extension, low on 
hips. Hose sup- 
porters attached. 





Takes Place of Corsets 


Adapted for ptosis, hernia, pregnancy, obesity, 
relaxed sacro-iliac articulations, kidney condi- 
tions, high and low operations. 


Katherine L. Storm, M.D. 








Originator, Owner, and Maker 
1701 DIAMOND ST PHILADELPHIA 
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Summer Diarrhea 


| The following formula is submitted as a means of preparing suitable nourish- 
| ment in intestinal disturbances of infants usually referred to as summer diarrhea: 


GCEPT 


Wo 
MEDICAL j 
ASSN. y 








Mellin’s Food - « 4 level tablespoonfuls 
Water (boiled, then cooled) . 16 fluidounces 





This mixture contains proteins, carbohydrates and mineral salts in a form 
readily digestible and available for immediate assimilation. 

The need for protein is well understood as is also the value of mineral salts, 
| which play such an important part in all metabolic processes. Carbohydrates are a 
| real necessity, for life cannot be long sustained on a carbohydrate-free diet. It should 
also be stated that the predominating carbohydrate in the above food mixture is 
maltose—which is particularly suitable in conditions where rapid assimilation is an 
outstanding factor. 





Further details in relation to this subject and a supply of 
samples of Mellin’s Food sent to physicians upon request. 





Mellin’s Food Company : - - Boston, Mass. 

















Surgical Supply Company 


‘“*FLORIDA’S LARGEST SURGICAL HOUSE”’ 





Mail Orders Shipped Same Day Received 


JACKSONVILLE STORE: TAMPA STORE: 
36-38 West Duval Street. 711 Florida Avenue, 
Henry L. Parramore, T. Emmett Anderson, 
President and Gen. Mgr. Vice-Pres. and Mer. 
Telephone 5-3027. Telephone 2224. 

















The VEIL MATERNITY HOSPITAL CLASS UNFORTUNATE YOUNG WOMEN 
West Chester, Penna. 


Former address 


Senate, Come. Adoption of babies when ar- 








ranged for. Rates reason- 
able. Located on the Inter- 








urban and Penna. R. R. 
Twenty miles southwest of | 
Philadelphia. Write for 
booklet. 


THE VEIL 


West Chester, Penna. 


Strictly Private. 

Absolutely Ethical. 

Patients accepted at any time 
during gestation. 


Open to Regular Practition- 
ers. 


Early entrance advisable. 
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case of torpid, senile tuberculosis. She was de- 
tached from the family. Nothing else in the home 
was changed. Subsequently two children were 
born and nursed exclusively by the mother. “One 
is now approaching 30 years, the other is a superb 
girl of 25 years.” , 
TREATMENT 

A radical change in the habits and mode of 
life of the aged tuberculous person is probably not 
advisable. ‘Teaching them to prevent the spread 
of their disease is the most important requirement. 
If the disease is unilateral, artificial pneumothorax 
may render the sputum negative and thus make 


them fairly safe associates. 


SUMMARY 

The authors, from their review of literature 
and studies of their own cases, make the following 
conclusions : 

1. Thirty-seven cases of frank pulmonary 
tuberculosis in men and women ranging from 
fifty to eighty years are reported. 

2. In 9 cases, there had been definite exposure 
to tuberculosis, usually to members of their fam- 
ilies in early life. 

3. Among the children and grandchildren of 
these 37 men and women, tuberculosis is known 
to exist in thirteen cases. It has been impossible 
to examine more than a few of the children and 
grandchildren. 

4. The symptoms in the aged cases dated from 
six weeks to approximately forty-five years be- 
fore we saw the patients. In 6 cases, hemorrhage 
was the first symptom, and in 5 others it has 
occurred during the course of the disease. Pleu- 
risy was the first symptom in six cases. Cough, 
frequent colds, bronchitis, and catarrh were the 
first symptoms in 20 cases. 

5. On physical examination, all signs were 
elicited from those of the most advanced disease 
to those ot a normal chest. 

6. Tubercle bacilli were demonstrated in 21 
cases. We are cognizant of the fact that a neg- 
ative finding on a few examinations in the remain- 
ing cases is of no significance. 


(Continued on page 96) 
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Brawner’s Sanitarium 


ATLANTA, GEORGIA 





and alcoholic addictions. 


Smyrna, Ga. The grounds comprise 


many rooms have private baths. 


Atlanta, Ga. 





A modern neuropsychiatric hospital with special lab- 
oratory facilities for the study and treatment of early 
cases. Also a department for the treatment of drug 


The Sanitarium is located on the Marietta Electric 
Car Line, ten miles from the center of Atlanta, near 


buildings are steam heated, electrically lighted, and 


Address communications to Brawner’s Sanitarium, 
Smyrna, Ga., or to the city office, 79 Forrest Ave., 


DR. JAS. N. BRAWNER, Medical Director. 
DR. ALBERT F. BRAWNER, Resident Physician. 


80 acres. The 


























| THE NONSPI COMPAN 
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AO BRANCHES 
Provide Florida with Expert Rx Service 


Seven excellently equipped A O Branches 
manned by expert craftsmen offer Florida’s 
Eye Physicians prompt and reliable Rx Service. 

Each Branch is under the close supervision 
of the Research Division of the American Op- 
tical Company. The same materials, the same 
tools, the same methods, developed by years 
of experience and thousands of prescriptions 
filled, enable each A O Branch to maintain 
a high standard of finished Rx work. 

We invite you to avail yourself of AO Rx 


facilities—they are near at hand, prompt and 


reliable. 


OPTICAL COMPANY 


Rx SERVICE 


AO BRANCHES SERVING FLORIDA ST. PETERSBURG - JACKSONVILLE 
PENSACOLA - WEST PALM BEACH - ORLANDO - TAMPA - 
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7. The cutaneous tuberculin test is of great 
value in chest work among the aged. Some have 
not been infected, others have “burned out” their 
infections ; therefore, a negative test is of great 
significance. 

8. X-ray film examination should be made in 
every case. Without it, many frank cases of 
tuberculosis and other chest disease will remain 
undiagnosed. 

9. In treatment, such a high degree of con- 
servation is not necessary as is practiced among 


young adults. When the disease is unilateral and 


Adult 
tubercule 


a 
‘ 
1 
ts 
$4 
i 
t 


' , 
Childhood tuberculosis ™ 


Age 63 years. Both childhood and adult types 
of tuberculosis present. 


progressive, artificial pneumothorax may be pos- 
sible. Even extra-pleural thoracoplasty may be 
indicated in the earlier years of this age-period. 

10. Tuberculosis in the aged is one of the great 
problems from the standpoint of epidemiology. 
Its danger lies in its mildness. Many cases are 
not diagnosed until very late in life, and not a 
few are first diagnosed at the postmortem table-— 
Tuberculosis among the Aged, J. A. Myers and 
H.R. Anderson, Amer. Rev. of Tuberc., April, 
1930. 


(This review secured by the Florida Public Health 
Association from the National Tuberculosis Association). 
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upporting Garments 


‘Performing a 


Difficult Job 


in a most satisfactory way 


Designed for relief of scrotal 
hernia—this garment per- 
forms its work better than any 
belt or truss on the market. 


It hugs the bodyclosely, 
following the groin line. 
Beneath—a fitted, resilient 
pad protects the ruptured 
part. Perineal straps fitting 
close to the side of the leg 
hold the pad firmly. No 
slipping from place. No 
irritation. The CAMP 
PATENTED ADJUST- 
MENT, lacing at back, 
pulling from lower front, 
governs tightness and 
pressure. 
A support affording decided com- 
fort to the patient. In different 
body heights, all sizes. Sold atthe 
better drug and surgical houses. 


Write for physician’s manual 


FOSS: H- CAMP AND COM PANY GRO 
Manufacturers, JACKSON, MICHIGAN 
LONDON NEW YORE 


CHICAGO 
Merchandise Mart _ 252 Regent St.,W. 330 Fifth Ave. 
A Ne ner 
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ARCADE 
PRESCRIPTION 
PHARMACY 


The Strictly Ethical Prescription 
and Sick Room Store 
W. E. FOSSETT 


Proprietor 
6 Halcyon Arcade No. 2 and 12 N.E. 2nd Ave. 


Phones 2-7691 and 2-7692 
MIAMI, FLA. 


Rubber Goods, Prescriptions, Surgical Dressings, 
Biologicals, Hospital Supplies, Sick Room Supplies 
Mail orders will be shipped same day received. 
Laboratory stains and reagents. 


FOSSETT’S PRESCRIPTION PHARMACY 
Room 606, Huntington Bldg. 
Phone 2-7714 
Same Complete Stock Carried as in 
Arcade Prescription Pharmacy. 

















